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Abstract
Little research has investigated the barriers and facilitators to accessing healthcare for African,
Caribbean, and Black people in Canada. This thesis identifies barriers and facilitators using a
socio-ecological framework in two papers. Five focus groups were held with 22 ACB
participants in Waterloo, Ontario. Thematic analysis guidelines informed the analysis of focus
group data. The first paper identified barriers at the social (racism and employment, immigrant
status) and institutional (wait times, out-of-pocket expenses) levels. Community connections was
the sole facilitator at the social level. The second paper identified four barriers at the
interpersonal level: physicians’ style of care, lack of culturally competent care, racism and
discrimination and dismissal. Findings highlight a need for data concerning ACB people and
health outcomes and problematize current models of care.
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Chapter One – Introduction
Under the Canada Health Act (1984), access to healthcare in Canada is a considered a
human right for all citizens and residents (Legislative Services Branch, 2012). There are nearly
1.2 million self-identified Black (including African and Caribbean) Canadians in Canada,
accounting for 3.5% of the population. How many of these Canadians lack access to the
healthcare system is unknown, as Canada's collection of race-based data is inadequate and
provides little information on access to primary care and health outcomes (Nestel, 2012). Though
specific race-related outcomes have not been measured at the population level, the data that has
been collected suggest that African, Caribbean, and Black (ACB) people experience adverse
health outcomes (Nestel, 2012). For example, ACB people are two times more likely to self-rate
their health as unhealthy than other racialized and non-racialized groups, implying that inequities
exist (McKeary & Newbold, 2010).
Inequities in health outcomes are attributed to racism inherent within current political and
social systems. Health inequities can be understood to be ‘differences in health between specific
population groups that are systematic, avoidable, unfair and unjust’ (Kirst et al., 2017). ACB
people have a socio-political history of disenfranchisement beginning with the trans-Atlantic
slave trade, which has continued into the contemporary context (Allahar, 2011; Arnold,
Rebchook, & Kegeles, 2014; Scarlett, 2012). Extant research has elucidated that racism produces
health inequities through multiple pathways, impacting the prevalence of poor health outcomes
in ACB people (Hyman, 2009; Nestel, 2012). For example, ACB communities have higher rates
of underemployment and poverty than White-settlers in Canada (Goldring & Joly, 2014). Poverty
is associated with poorer health outcomes and chronic diseases, such as hypertension, substance
abuse, and depression (Rodney & Copeland, 2009). Access to the healthcare system and primary
care physicians is integral to reducing these inequities. Thus, the barriers and facilitators to
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accessing healthcare must be understood (McIsaac, Fuller-Thomson, & Talbot, 2001; Poole,
Black, Gelmon, & Kan, 2010; Thanh & Rapoport, 2016).
In this thesis, I will explore ACB people’s ability to gain access to the healthcare system
and to adequate care, or care that is not negatively impacted by race or socio-economic status. In
that aim, two research articles that explore the barriers and facilitators to healthcare access at
three critical levels of the socio-ecological model comprise this thesis.
Articles designed for publication often need to be succinct. This may contradict the
intended goal of a master's thesis, which is to demonstrate my proficiency in utilizing theoretical
frameworks and their related methodologies. Given the importance of this work, my supervisor
and I consciously considered how we engaged ACB people in doing this work, including the
frameworks and definitions used. To reconcile these competing priorities, I have organized this
thesis into three chapters. The first chapter centres and grounds this work; it introduces the term
definitions and theoretical frameworks used in this thesis. As well, in the first chapter, I position
myself in relation to my thesis and delve into its importance to me. The second and third chapters
are both research papers designed for publication. The article that comprises the second chapter
explores barriers and facilitators to the healthcare system at the community and institutional
levels, while the article in the third chapter focuses on barriers and facilitators to healthcare
access at the interpersonal level.
Thus, my research questions for both papers are, respectively:
1) What are the barriers and facilitators ACB people face in accessing the healthcare
system? What are the social, institutional, and community factors that impact access?
And,
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a. Does race impact ACB people’s ability to access equitable care at the social
and community level?
2) What are the barriers and facilitators ACB people face in accessing adequate
healthcare at the point of physician-patient interaction?
a.

Does race impact ACB people’s ability to access equitable care at the
physician-patient level?
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Term Definitions
African, Caribbean, and Black (ACB)
Canada’s ACB diaspora is comprised of at least three distinct categories that differ from
the African-American community in the United States (Maticka-Tyndale, Kerr, & Mihan, 2016).
Population statistics that refer to the ACB population under the umbrella term of ‘Black,’ which
have been frequently used by government health agencies in both Canada and the United States
oversimplify, and fail to account for, the ethnocultural differences between ACB populations
(Agyemang, Bhopal, Brujinzeels, 2005; Maticka-Tyndale et al., 2016).
For clarity, in this thesis, I will define all three groups that comprise ACB communities in
Canada. Canada’s ACB diaspora is comprised of at least three distinct categories that differ from
the African-American community in the United States (Maticka-Tyndale et al., 2016).
Population statistics, such as those used by Statistics Canada, that refer to the ACB population
under the umbrella term of ‘Black’ oversimplify, and fail to account for, the ethnocultural
differences between ACB populations (Maticka-Tyndale et al., 2016). For clarity, in this thesis, I
will define all three groups that comprise ACB communities in Canada.
African-Canadians. African-Canadians are individuals who have migrated to Canada
from countries within the African continent and are usually first- or second-generation Canadians
with close familial ties with people who still live in their countries of origin (Maticka-Tyndale et
al., 2016).
Caribbean-Canadians. Like African-Canadians, Caribbean-Canadians of African descent
can trace their ancestry through the trans-Atlantic slave trade, which includes the Caribbean
region. Over time, they have developed strong intergenerational and cultural ties to countries in
the Caribbean region such as Jamaica and Antigua. Many Caribbean-Canadians came to Canada
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in the 1960s and 70s after Prime Minister Pierre Elliott Trudeau loosened immigration
requirements allowing easier entry into Canada for ACB people through programs such as the
domestic worker and caregiver programs (Gordon & Zinga, 2012).
Black-Canadians. Black-Canadians represent individuals of African descent who can tie
their presence in Canada to the trans-Atlantic slave trade that existed in both Canada and the
United States (Maticka-Tyndale et al., 2016). Many fled to Canada after 1850 as a result of the
federal slave law enacted by the United States, escaping through the underground railroad
(Vinci, 2010). Black-Canadians' experiences within Canada are deeply rooted in their ancestors'
experiences of slavery and discrimination, experiences that continued in Canada (Vinci, 2010).
Although the African, Caribbean, and Black diasporas are diverse and distinguishable
populations, they are often conflated in research. Furthermore, ‘Black’ may be the preferred
identifier for African and Caribbean Canadians because it is a politicized identity that reflects
their racial identity (Agyemang, Bhopal, & Bruijnzeels, 2005; Hall, 2013; Wilson, Flicker, &
Restoule, 2015). In addition, in the US, ‘Black’ is commonly used as an identifier for Americans
of African descent. For simplicity, when citing research articles that use the term ‘Black’ in the
US context, the term ‘African-American’ will be used in order to distinguish this population
from Black Canadians.
Race, Racism, and ACB
Race is a social construct that attempts to define a person based on their phenotypical
characteristics. Race categorizes people based on biological traits, but it is rooted in ideologies
that are social in origin, and change and adapt over time (Hyman, 2009; Wu, Noh, Kaspar, &
Schimmele, 2003). Though race is a social construct, racialization is embedded within power
structures and processes of othering, which has real implications for the health and well-being of
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racialized individuals. Race particularly impacts access to economic resources, social
mobilization, and quality of care (Hyman, 2009).
Racism is the belief that racial differences based on human traits reveal an inherent
superiority of one dominant race over another (Byrd & Clayton, 2001). Racism is not merely an
attitude, but is the result of specific actions that impact, oppress, and marginalize certain groups
of people based on their characteristics (Paradies, 2006). Discrimination based on race takes
many forms and can occur at the interpersonal level, within personal interactions, to the systemic
level in institutions (Bourne, 2001; Pieterse, Todd, Neville, & Carter, 2011). Furthermore, racist
discrimination involves prejudice towards ACB people, overgeneralizations, and stereotypes
(van Ryn et al., 2011).
Racism at the interpersonal level, meaning between two people, can take the form of
overt and aversive racism, among others (Pieterse et al., 2011). By overt racism, I mean instances
where the racist beliefs of a person are obvious and expressed in a way that demonstrates that
they know it is racist and intend for it be perceived that way. In most spaces in Canada, overt
racism is both ‘politically dangerous as well as socially offensive’ (Hall, 2004) and carries
negative consequences (Thomas & Bird, 2006). Thus, many people are reluctant to perpetrate
acts that are perceived as overtly racist 1.
Racism has therefore transmuted into a more subtle, insidious form, known in some
instances as aversive racism (Brief, Dietz, Cohen, Pugh, & Vaslow, 2000; Penner et al., 2010). In
aversive, or covert racism, the action remains racist, but it is less explicit. Penner et al. (2010)
describe an aversive racist as ‘a person who is low in explicit bias but who harbours implicit

1

In that I mean, perceived as racist by other White people, as ACB people are often well aware when they encounter
supposedly ‘subtle’ instances of racism.
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racial biases’ which can negatively impact ACB people. Though aversive racism may imply
some form of ‘innocence’ regarding discrimination, and even awareness of race itself (Pierce,
2003; Thomas & Byrd, 2016), as Bourne (2001) states, ‘an attitude is not an act,’ and the effect
of covert racism should be problematized regardless of intent (Bourne, 2001).
Similarly, systemic racism has profound effects on ACB people, even if the processes
through which it works is harder to recognize. Paradies (2006) defines systemic racism as ‘the
racist production, control and access to material, informational and symbolic resources within a
society.' Paradies (2006) asserts that systemic racism can also be referred to as cultural,
institutionalized, and societal racism. Bourne (2001) further conceptualizes institutional racism
as:
The collective failure of an organisation to provide an appropriate and professional
service to people because of their colour, culture or ethnic origin. It can be seen or
detected in processes, attitudes, and behaviour which amount to discrimination through
unwitting prejudice, ignorance, thoughtlessness and racist stereotyping which
disadvantage minority ethnic people.
In many ways, the definitions of systemic or institutional racism applies to the healthcare
system and the ability of ACB people to access its services, because of the fundamental ways in
which the healthcare system creates, produces, and reproduces knowledge about ACB people,
their health, and their ability (or inability) to access healthcare. For instance, medical and
biological scientists have dehumanized people of African descent and classified them as animals
since the 17th century, drawing upon medical biases that have existed since the birth of western
medicine in 2nd century Ancient Greece (Byrd & Clayton, 2001). This classification laid the
foundation for the assumptions, and subsequent poor treatment, held about ACB bodies today
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(Byrd & Clayton, 2001). Coupled with a systemic exclusion of African-Americans from the
healthcare system in the United States’ context (through racist beliefs, a lack of insurance and
poorer care), these foundations continue to lead to increased morbidity and mortality of ACB
people (Byrd & Clayton, 2001; Gamble, 1997; Rodney & Copeland, 2009).
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Theoretical Frameworks
Two critical theoretical frameworks were used to inform my thesis and the larger
Adinkrahene project: critical race theory and anti-colonialism. As well, the socio-ecological
model and the social determinants of health (SDOH) were used in the framing of this thesis.
These theories and approaches grounded the study design and impacted the worldview that
defined how the results of this project were interpreted and analyzed.
Critical Race Theory. Critical race theory emerged from legal studies in the 1980s and
was borne out of African-American legal theorists' frustration with the continued existence of
racism after the Civil Rights Movement (Harris, 2012). Critical race theorists argue that racism is
normal and integral to Western society and that despite legislation and policies intended to
eradicate it, racism continues to manifest in insidious ways within systems, often making it
harder to recognize (Harris, 2012). Though critical race theory (CRT) was first created to address
legal inequities, it has been adapted to be a critique of all systemic constructs (Gotanda & Peller,
1995). CRT focuses on the lived experiences of racialized individuals and their communities
when examining race and race-relations, looking critically at how racialization and racism affect
people of colour (Graham, Brown-Jeffy, Aronson, & Stephens, 2011).
A core premise of CRT is the use of historical context to frame and explicate the current
lived experiences of marginalized people while maintaining that most systemic institutions
function on the values and principles of the dominant social class. Despite arguments of colourblindness, many institutions are founded on and perpetuate the cultural norms and standards of
the oppressive class, and anything or anyone that does not adhere or thrive within these systems
is considered inferior (Graham et al., 2011). Culturally derived standards of merit, success, and
punishment are presented as objective and impartial, resulting in the frustration and
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disenfranchisement of marginalized people. Critical race theory is thus cognizant of the covert
ways in the which members of the dominant culture are rewarded, and marginalized people are
disadvantaged. Furthermore, it rejects the notion of colour-blindness because a system based on
the Eurocentric standards of one race cannot be impartial (Gotanda & Peller, 1995; Graham et
al., 2011).
Similar to many theoretical frameworks used by community psychologists, CRT looks
simultaneously at the effect of racism at the individual and systemic level (Elias, Neigher, &
Johnson-Hakim, 2015; Graham et al., 2011; Nowell & Boyd, 2010). For this thesis specifically,
critical race theory was used to critique inherent racism and discrimination within the healthcare
system from micro-level interactions between physicians and patients of colour, to the
macrosystemic perceptions of race in Canada. Critical race theory requires that race and racism
are presented at the foreground of the research process, remaining critical of dominant
explanations for inequities, and moving away from focusing on individual deficiencies towards
focusing on systemic failure. Critical theory was chosen for this thesis because it lends a unique
lens to understanding the continued existence and persistence of racism in the healthcare system.
Anti-Colonialism. Anti-colonial theory aims to critique and analyze the continuities of
the world’s colonial past to be able to recognize and dismantle the repercussions of that colonial
history in the contemporary context. Colonialism is defined as “the control or governing
influence of a nation over a dependent country, territory, or people; or 2) the system or policy by
which a nation maintains or advocates such control or influence” (Czyzewski, 2011).
Colonialism acts in tandem with racism to oppress marginalized people through systemic
violence, disenfranchisement, erasure of identity, and the dismantling of culture (Czyzewski,
2011).
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This thesis consciously uses the term colonialism over ‘post-colonialism’ because the
effects of colonialism still manifest and negatively affect previously colonized people. In
keeping with the discourse of CRT, this project aims to dispel the myths of a post-colonial reality
and discourages the premature celebration of colonial violence as an antiquated and extinct event
in history, recognizing that such discourse is harmful and negates the current lived experiences
of marginalized people of colour (Czyzewski, 2011; Harris, 2012).
Anti-colonial theory was also chosen specifically over decolonization theory for this
project. Though anti-colonialism and decolonization theory have similarities in aims and scope,
such as wanting to dismantle White supremacy, and challenging European economic domination
and hegemonic knowledge-making, this project hesitates to use decolonization theory because
that implies that it is involved in the process of reclaiming land (Tuck & Yang, 2012; Wilson et
al., 2015).
Recently, the use of decolonization as a metaphor within social justice discourse has been
critiqued because it overlooks the original meaning of the term, which is rooted firmly in the
reclamation of Indigenous land. The use of decolonization as a metaphor for other forms of
liberation obscures the fact that decolonization is often a separate and distinct process (Yang &
Tuck, 2012). Amalgamating decolonization within social justice work, in general, creates
complicity, and is a reproduction of White supremacy clothed in an anti-racist framework (Yang
& Tuck, 2012). Cognizant of the misuse of this term and its ramifications, this project hesitates
to claim the use of decolonization theory though it recognizes the merits of this framework and is
critical of settler colonialism, acknowledging that ACB immigrants can perpetuate colonialism
by conforming to a system that is violent towards Indigenous bodies (Wilson et al., 2015).
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However, it must also be noted that the notion of ACB people as settlers attributes
culpability in colonization that may oversimplify their relationship with Canada and Indigenous
people (Wilson & James, 2018). Furthermore, it may obscure the violent ways in which ACB
people were brought and migrated to Turtle Island. Wilson and James (2018) assert that the
displacement of Indigenous people on Turtle Island (which decolonization aims to rectify) would
not be possible without the enslavement of ACB people. Thus, ACB peoples’ relationship with
decolonization is complex, making anti-colonial theory a more appropriate choice for this
specific project.
Anti-colonial theory is critical of the dominant structures that inform the lens with which
the world is interpreted and provides a framework to critique and challenge Eurocentric
discourses, especially in the process of knowledge production and validation (Ruck-Simmonds,
2006). Furthermore, Anti-colonialism is a theory of resistance that seeks to empower the
intellectual thought of colonized people (Scarlett, 2012).This project utilized anti-colonialism to
inform its knowledge generating process, using traditional forms of knowledge like oral history,
in the form of focus groups, to provide the basis of its evidence and using anti-colonialism’s
critical lens to evaluate the biomedical model’s dominance in healthcare settings, positioning
colonialism as a distal social determinant of health (Czyzewski, 2011). Anti-colonial theory was
chosen specifically for its implications on meaning-making concerning health and access to
healthcare as well as its appropriateness for describing the colonial relationship ACB people
have with Canada.
The Socio-ecological Model. Literature concerning health promotion and prevention has
moved towards a more ecological approach in tackling public health challenges. Increasingly, it
has been recognized that these complexities require a more comprehensive approach. This
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approach must address challenges at multiple levels of analysis (Stokols, 1996). Guided by a set
of theoretical principles, social ecology has been used to understand the interrelations between
diverse personal and environmental factors that influence health and well-being.
Social ecology is heavily influenced by Bronfenbrenner’s (1979) work: The Ecology of
Human Development: Experiments by Nature and Design. Initially applied in the context of
childhood development, Bronfenbrenner described the ecological environment as a set of nested
structures which influence each other and in turn, are influenced by the person within them.
Bronfenbrenner’s work has been adapted to understand health frameworks within health systems.
For example, McLeroy, Bibeau, Steckler, and Glanz (1988) described the ecological levels in the
field of health promotion, from proximal to distal, at the intrapersonal, interpersonal,
institutional, community, and policy levels. The socio-ecological model was also utilized by Ma,
Chan and Loke (2017) to determine barriers and facilitators to accessing health services for sex
workers, utilizing a model that was adapted from the Centers of Disease Control and Prevention

Figure 1. The socio-ecological model. Source: Adapted from “The Social Ecological
Model” by Ma, Chan and Loke, 2017, AIDS and Behavior, 21, p. 2413. Copyright
2017 by Springer Science+Business Media, LLC.
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(CDC). The models adapted and developed by McLeroy et al. (1988) and Ma et al. (2017) both
inform the use of the socio-ecological model in this project.
Briefly, the intrapersonal level concerns the intrinsic individual characteristics of a person
including their attitudes, behaviours, and skills (McLeroy, Bibeau, Steckler, & Glanz, 1988). The
interpersonal level focuses on social networks surrounding an individual, including family,
friends, and peers. At the institutional level are social establishments, such as the healthcare
system, that follows the rules and regulations designed to create continuity. The community level
focuses on the relationships that occur between organizations and institutions, as well as informal
social networks (Ma et al., 2017). Lastly, the public policy level concerns the local laws and
policies of a particular city, municipality, province, or country (McLeroy et al., 1988). In this
thesis, access to healthcare for ACB populations will be explored at the institutional level,
focusing on access to the healthcare system itself (such as clinics and hospitals), at the
community level, evaluating the structural and social determinants of health that impact access to
care, and at the interpersonal level, studying the relationship between family physicians and
ACB patients.
Social Determinants of Health. The social determinants of health (SDOH) are
understood to be the fundamental social and structural factors that determine the conditions
within which people live and their resulting health (Mikkonen & Raphael, 2010). The SDOH
emerged to counteract the biomedical attribution of health as primarily a determination of
lifestyle behaviours (Mikkonen & Raphael, 2010). A fundamental tenet of the social
determinants of health is that social stratification and the gap between the most and least
privileged of society are strongly correlated with the health of a population. Furthermore, this
framework is inherently political as it asserts that policies have the greatest impact on health as
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they largely determine the social conditions of society, through either promoting or hindering
income redistribution, social services, investment in education, and access to healthcare services
(Mikkonen & Raphael, 2010). Income, educational attainment, social exclusion, access to
healthcare, and race are all examples of SDOH (Rodney & Copeland, 2009). The SDOH are
salient to the healthcare outcomes of ACB people and their ability to access the healthcare
system as they are far more likely to experience poverty and have inadequate housing and work
conditions. Furthermore, ACB people are more likely to experience stress from racism and
discrimination (Rodney & Copeland, 2009).
Coalescing Theories and Frameworks
The multiple theories and models mentioned above provided the structure of this thesis
and created a blueprint to understand, construct, and conceptualize this research process (Grant
& Osanloo, 2014). More specifically, critical race theory and anti-colonial theory are the
theoretical frameworks that guided this thesis’ lens. CRT established a critique of the healthcare
system and the persistence of racism within it. Similarly, anti-colonial theory informed the
viewpoint concerning ACB people’s relationship with Canada and their presence on this land, as
well as the continued upholding of misinformation concerning ACB bodies. Beyond elucidating
areas for exploration, these theoretical frameworks informed this project’s research questions and
aided in developing its main components, including identifying the problem, purpose, and design
(Grant & Osanloo, 2014).
The socio-ecological model and the SDOH provided the conceptual frameworks of this
thesis, connecting the ways that different components of society work and relate to each other in
terms of access to healthcare (Grant & Osnaloo, 2014). Both the socio-ecological model and the
SDOH determined how the data in this thesis were organized and conceptualized.

21
ACCESS TO THE HEALTHCARE SYSTEM FOR ACB PEOPLE
Personal Reflexivity
I am a 25-year old graduate student who identifies as Caribbean-Canadian. Specifically, I
am of Jamaican descent. At the time of data collection, I lived in Toronto, Ontario, but previously
resided within Waterloo Region for seven years while attending university. Beyond this, my
family has had roots in the region and the nearby county of Perth, for over three decades. As a
Caribbean-Canadian woman, my lived experience informs this work. Beyond myself, this
inquiry was fueled by the experiences of my grandmother, who throughout my time at graduate
school was diagnosed with and succumbed to breast cancer.
My grandmother’s experience with the healthcare system in many ways represents the
system’s failure to provide adequate access. An immigrant from Jamaica, my grandmother
dutifully went to her annual appointments and saw a myriad of doctors for a multitude of
ailments. Despite this, her cancer was missed until her complaints of pain were so forceful that
she was sent to the emergency room. After her diagnosis, I often questioned whether she truly
had access to adequate assessment.
What concerned me most, however, was the way my grandmother was treated within the
system. While all of her practitioners were kind and friendly, important things were missed, and
complaints dismissed. Discussions of prognosis did not happen until direct questions were asked.
Appointments that had been scheduled weeks in advance were suddenly cancelled, or never
entered in the appointment system at all. Though I have always been critical of the biomedical
care system, my experience helping my grandmother has made critical of the way healthcare is
administered in Canada and caused me to question the quality of treatment for all ACB
Canadians.
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Furthermore, my dissatisfaction with the poor health outcomes of the ACB community in
Canada propelled me to gather data and evidence on the lived experiences of other ACB people.
Gathering data was necessary to understand how best to address the failures of the healthcare
system in providing accessible and culturally competent care to the ACB population. Data
collection is also necessary to convince local and provincial healthcare providers that there is a
need to address barriers to access and quality of care that exists for the ACB population. This
work is qualitative because the voice of ACB people in this region and their lived experience
deserves recognition and attention as a preliminary step towards systemic change.
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Chapter Two – Race, Class, and Institutional Barriers: Accessing the Healthcare System
for ACB people living in Waterloo Region, Ontario, Canada
Canada’s universal healthcare system is consistently reported as an important aspect of
Canadians’ national self-perception (Dufresne, Jeram & Pelletier, 2014). In theory, the Canadian
healthcare system represents a harmonious relationship between citizens, government, and public
service where the values of collective power and the sharing of resources are upheld (Martin et
al., 2018). As opposed to the ability to pay, access to healthcare based on need is a central value
to Canadians, and 90% of the population consider it to be a source of national pride (Martin et
al., 2018).
Similarly, multiculturalism has been upheld as one of Canada's great projects (Winter,
2015). In 1971, Canada began implementing policies aimed at recruiting immigrants and
integrating them into the country, signalling a shift in Canadian society whereby it started to
position itself as a tolerant nation. Since that time, immigrants from across the world, including
those from African and Caribbean countries, have made Canada their home. However, as Canada
was welcoming new African and Caribbean immigrants, it was also systematically removing
Black Canadians from their homes and communities (Loo, 2010).
An example of this displacement was in Africville, a community in Halifax that was
inhabited almost entirely by low-income Black Canadians. The city of Halifax intentionally
withheld municipal services and placed a garbage dump directly beside the community. The city
of Halifax ultimately leveraged its negligence of Africville by deeming it inhabitable and forcing
its residents to relocate (Loo, 2010). The plight of Africville is reflective of the systemic racism
ACB people experienced in Canada.

24
ACCESS TO THE HEALTHCARE SYSTEM FOR ACB PEOPLE
ACB people’s experience with discrimination in Canada is rooted in this nation’s history.
Despite Canada’s push for multiculturalism, it remains a colonial project (Martin et al., 2018).
Founded in 1867 on Indigenous land, belonging to nations who have inhabited it since time
immemorial, for the first century of its life, Canada was a colony largely influenced by the
British empire. Thus, ‘Canadians’ were mainly understood to be British, White, Anglo-Saxon
subjects, and their French counterparts in Quebec. Very little consideration was given to
Canada’s original inhabitants and its growing population of immigrants (Pon, 2009).
Canada’s colonial history does impact African, Caribbean, and Black (ACB) Canadians'
ability to access the healthcare system. However, the Canadian ‘discourse of multiculturalism’
impedes discussions of race and racism (Rodney & Copeland, 2009). There is a purposeful
ignorance of any discourse concerning socio-economic disparities among this population, which
extends into health research (Rodney & Copeland, 2009). The little research that has been
conducted has primarily focused on the Greater Toronto Area (GTA), which is typically the first
place where newcomers to Canada settle (Nestel, 2012). As gentrification and rising housing
costs push ACB people further away from this region, attention must be paid to their ability to
access healthcare in smaller urban regions (August & Walker, 2018).
In this paper, I will explore the relationship that ACB people have with the Canadian
healthcare system, particularly concerning access. First, I will review the Canadian healthcare
system, and define access in the context of this paper. Next, I explore the historical
underpinnings of ACB people in Canada in relation to the healthcare system. This is followed by
a literature review of the barriers associated with access among this population. In this aim, I
utilize two approaches to conceptualize this research: the socio-ecological model and the
determinants of health (SDOH). Finally, I report the findings of a research project that identified
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the barriers and facilitators to accessing healthcare at the social and structural levels of Canadian
society.
Canada’s Healthcare System
The Canada Health Act (1984) legislates how healthcare is delivered (Legislative
Services Branch, 2012). Specifically, it outlined five main criteria and conditions that provinces
must meet to ensure that they receive their healthcare funding: public administration,
comprehensiveness, universality, portability, and accessibility (Legislative Services Branch,
2012).
The objective of the Act is “to protect, promote and restore the physical and mental wellbeing of residents of Canada and to facilitate reasonable access to health services without
financial or other barriers.” One of the many goals of the Canada Health Act was to upload user
fees, a significant barrier, from point-of-service to taxpayers through the government
(Legislative Services Branch, 2012).
Though the Canada Health Act is a federal document, legislation is mainly under the
purview of provincial governments who administer healthcare through their provincial
ministries, in Ontario's case – the Ministry of Health and Long-Term Care (2018). Provinces
determine what is insured under their health insurance plans, including coverage for drugs and
medical procedures. For insured residents, the costs associated with accessing healthcare is
covered under the Ontario Health Insurance Plan (OHIP) (Ministry of Health and Long-Term
Care, 2018).
Defining Accessibility
Before analyzing healthcare access in the Canadian context, the actual definition must be
understood. Historically, accessibility has been defined as something that is "capable of being
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used, entered or reached" (Health Canada, 2001). In the healthcare context, access can be defined
as both the “use of healthcare by individuals with a need of care” or “equal quality of care
received” which can also be interpreted as equal access for equal need (Health Canada, 2001).
Moreover, access can be described as ‘the degree to which [health] services are convenient and
quickly and readily obtainable’ (Chin, 2000).
According to the Canada Health Act (1984), there is an emphasis on removing financial
barriers to increase accessibility. However, this obscures other factors that might prevent a
person from utilizing healthcare services. Thus, federal and provincial governments have been
cognizant of the need to redefine access. For example, in the Panel on Health Goals for Ontario,
the Ontario Ministry of Health (1987) wrote:
All residents of Ontario have the right to high quality, accessible, appropriate and
comprehensive health services independent of age, gender, level of functional ability,
language, ethnocultural origin or geographical location…Accessibility should be
understood to include psychological, social, emotional and economic aspects. (p. 87)
Thus, access refers not only to the ability to receive treatment, but also foregrounds
access to adequate assessment. If an ACB person's identity (racial or otherwise) or socioeconomic status (SES) hinders their ability to be properly diagnosed, then they are not receiving
adequate care and are being underserved by the healthcare system (Health Canada, 2001).
Redefining access provides a lens with which to evaluate whether Canada's healthcare system is
genuinely accessible to ACB Canadians.
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Literature Review
Access to Healthcare for ACB people
Research that has explored barriers to access for immigrant populations has found that
barriers do exist in accessing the Canadian healthcare system. For instance, among ChineseCanadian immigrants, wait times, costs, and lack of awareness of services served as barriers
which prevented access to healthcare (Asanin & Wilson, 2008). Other research has shown
similar findings (Stewart et al., 2006; Wang, 2008). There is some data available concerning the
barriers to accessing healthcare for ACB people in Ontario. A report conducted by Women’s
Health in Women’s Hands (2011) which looked at access for racialized women, suggested that
access to healthcare at the social and community levels can be attributed to fees, wait times for
physicians, and transportation costs. The Wellesley Institute identified similar barriers in its
report Colour Coded Health Care (Nestel, 2012).
However, previous research focused on the experiences of accessing care for ACB
Canadians who live in the GTA. Because of its location in Canada's largest urban centre, the
GTA has a unique concentration of services available to ACB people. To have a clear picture of
healthcare access in Ontario and to ensure that smaller urban regions are prepared for the influx
of racialized people due to gentrification and a growing population, access to healthcare for ACB
people living in these regions must be examined. Furthermore, research that centres the voices of
ACB people in identifying these challenges is necessary to reduce health inequities in this
population, and properly ensure their healthcare needs are met. Failing to address the obstacles
elucidated by ACB people could potentially result in the improper allocation of resources and the
continued experience of healthcare access inequities in Canada.
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Healthcare in the Canadian Context and Neoliberalism
Though it is not adequate on its own, accessible and culturally competent healthcare is
necessary to intervene and reduce health inequities (Smedley, Stith, & Nelson, 2003). Recently,
neoliberal policies have put socialized healthcare in Ontario at risk, and increasing public-private
partnerships threaten to redistribute public funds to private corporations (Whiteside, 2009).
Currently, healthcare in Ontario is approaching a crisis ushered in by a series of funding cuts in
the 1980s and 1990s at a time when healthcare costs were skyrocketing. These funding cuts have
resulted in astronomical wait times and shortages in family doctor availability, which make it
difficult to access the healthcare system (Whiteside, 2009).
Many structural factors have also been hypothesized to reduce access to healthcare. These
factors include the complicated nature of the healthcare system and a lack of system integration,
short clinical encounters, and a dearth of physicians in the country (Levy et al., 2013; Poole,
Black, et al., 2010). Other costs associated with accessing the healthcare system such wages lost
and transportation costs compound these institutional barriers. Under- and un-employment adds
further difficulty to accessing care (McKeary & Newbold, 2010). New approaches to patient
care, such as those based in the community such as community health centres and family health
teams, may provide better access to the healthcare system for ACB people.
The Socio-ecological Model
Literature that has focused on the social, structural and institutional barriers to accessing
healthcare have utilized an ecological approach in tackling the challenges mentioned above. The
socio-ecological approach aims to analyze and address challenges at different levels of society.
Furthermore, it intends to highlight the links between people and their environment and the
subsequent effect that their environment has on their wellbeing (Stokols, 1996).
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The socio-ecological model used in health research and this thesis draws heavily from
Bronfenbrenner's (1979) work on social ecology, which was first developed to describe
childhood development in an environmental context. This framework has since been adapted to
meet the requirements of health research. Briefly, the socio-ecological levels used in this thesis
focus on the policy community, institutional, interpersonal and intrapersonal levels (McLeroy et
al., 1988).
In this article, access to healthcare for ACB people will assessed at the institutional level
focusing on access to the healthcare system (such as hospitals, urgent care clinics etc.) and at the
community level, focusing on the relationships ACB patients have with their community, and the
interactions between ACB patients, their community, and the healthcare system.
Race as a Social Determinant of Health
The social determinants of health (SDOH) are the social, political, and structural features
of a society that determine the health of its residents (Mikkonen & Raphael, 2010). Income,
housing, and access to education are all examples of SDOH. Race is also recognized as a
determinant of health, and hypotheses concerning the impact of racism range from biological
(micro) to socio-political mechanisms of action (macro). Research in epigenetics suggests that
racism can change the behaviours of cells (turning them on or off), negatively impacting
physiological health (Notterman & Mitchell, 2015). Moreover, the detrimental impacts on
material resources (housing, food security) and the immediate mental health impacts of chronic
stress, depression, and anxiety have long been asserted in the social sciences, through approaches
such as the social determinants of health, to have a negative impact on healthcare outcomes
(Rodney & Copeland, 2009; Williams & Mohammed, 2009).
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Research suggests that ACB people in Canada are also disproportionately impacted by
diseases such as diabetes and cardiovascular disease in comparison to the rest of the population
(Hyman, 2009; Veenstra, 2009). Moreover, HIV/AIDS is of increasing concern in the
community, as ACB people account for nearly 17% of all new infections, despite representing
only 3.5% of the Canadian population (Public Health Agency of Canada, 2015).
Unfortunately, Canada does not collect disaggregated data on racial health outcomes
obscuring any nuanced existence of inequities in health between these populations (Rodney &
Copeland, 2009). Research that does exist relies on the Canadian Community Health Survey,
whose scope is limited due to its reliance on self-reported data as opposed to anonymized patient
records (Nestel, 2012). Though the collection of health-related information concerning ACB
populations is outside the scope of this article, disaggregated data needs to be collected to
recognize and address inequities.
Racism, Xenophobia, and Employment as Determinants of Health
The correlation between socioeconomic status (SES) and health is well established, and
racial and ethnic differences in health are largely attributed to differences in social, economic,
and environmental living conditions (House & Williams, 2003; Lofters, Slater, Kirst,
Shankardass, & Quiñonez, 2014). In Canada, ACB Canadians earn less money than any other
population and have the lowest earnings across all demographics (Rodney & Copeland, 2009). In
both the public and private sectors, ACB people earn less than their White counterparts (Hou &
Coulombe, 2010).
The economic plight of ACB Canadians is related to ‘intersecting social dynamics
defined by immigrant status and ‘ethnoracial identity’ (Lightman & Good Gingrich, 2018).
Despite having higher levels of educational attainment than White Canadians, immigrants
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(including African and Caribbean immigrants) are far more likely to be low-income, and these
inequities persist across generations suggesting that racism plays a significant role in the
economic welfare of ACB Canadians (Lightman & Good Gingrich, 2018).
The legal status of Canadian newcomers also has a significant effect on the
precariousness of their employment. Recent immigrants and racialized people have
disproportionately high rates of unemployment and are far more likely to do precarious work
than their White counterparts (Goldring & Joly, 2014). Moreover, upward mobility and the
welfare of racialized immigrants has stalled so significantly that it is unlikely that recent
racialized immigrants will ever experience the same economic stability as non-racialized
immigrants.
Precariousness may have particular impacts on the ability to access the healthcare system
in Ontario. Despite a universal healthcare system, there are many aspects of receiving healthcare
that remain uninsured (McKeary & Newbold, 2010). For instance, prescription drugs and dental
care are usually covered under private employer drug plans, which are reserved for full-time
employees. One exception, for residents of Ontario under the age of 25, is OHIP+, a program
designed to provide coverage for prescription medications deemed medically necessary, which
was enacted by the Liberal Wynne government in 2018 (Government of Ontario, 2018).
Given the dearth of research concerning ACB people and access to healthcare, my
research question in this chapter is as follows:
1)

What are the barriers and facilitators ACB people face in accessing the healthcare
system? What are the social and community factors that impact access?

2)

Does race impact ACB people’s ability to access equitable care at the social and
community level?
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Method
Adinkrahene Project
The results of this paper were drawn from work conducted as part of the Adinkrahene:
Improving Access to HIV Services for African, Caribbean and Black People in Waterloo Region
study (The Adinkrahene Project), which had the simultaneous goals of 1) exploring access to
healthcare services, and 2) studying HIV service access for ACB people in Waterloo Region. The
Adinkrahene Project was conducted in partnership with the AIDS Committee of Cambridge,
Kitchener, Waterloo and Area (ACCKWA).
The goals of this article differed slightly from ACCKWA’s goals for the Adinkrahene
Project, in that it focused specifically on access to healthcare and the impact of racism. This
project queried whether race played a role in access to primary healthcare services in an aim to
provide insight into the lived experiences of ACB people when accessing healthcare.
Setting
Waterloo Region is situated on the traditional territories of the Neutral, Anishinaabe, and
Haudenosaunee peoples, and is covered by the Haldimand tract and Upper Canada Treaties (Six
Nations Lands and Resources, 2008). Situated 100 kilometres southwest of Toronto, Waterloo
Region is one of the fastest growing regions in Ontario (University of Waterloo, 2016). The
region itself is comprised of the cities of Kitchener, Waterloo, and Cambridge and the townships
of Wilmot, Woolwich, North Dumfries and Wellesley (University of Waterloo, 2016). Close to
25% of the Region's population is foreign-born, and most immigrants settle in the cities of
Kitchener and Waterloo (Region of Waterloo, 2010). As the Greater Toronto Area gentrifies, and
the region attracts more businesses in sectors like science and technology, the proportion of
immigrants moving to the region is set to increase (Miedema & Vandebelt, 2006). Of the
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immigrants living in Waterloo Region, more than 10,000 are ACB, including those who are
ethnically African and Caribbean (Region of Waterloo, 2010). However, despite the diversity of
residents, anti-ACB racism is present in the region. For example, In 2009, Waterloo Region was
the "hate crime capital" of Canada, and 38% of those hate crimes were perpetrated against Black
(ACB) bodies (Dauvergne, 2010).
Approach
This research project employed a community-engaged research approach which focused
on the central role of community partnerships in creating knowledge and social change
(Michener et al., 2012). A central tenet of community-engaged research (CEnR) is a commitment
to power-sharing and conducting research that benefits the community. Furthermore,
community-engaged research emphasizes considering a community’s culture, socio-economic
status, and political and social conditions during research (Michener et al., 2012). Like
community-based research, CEnR prioritizes egalitarian partnerships among community
members where all parties contribute to the development of research which is delivered to and
conducted with the community (Padgett, 2012). The objective goal of using the CEnR approach
is to benefit the community, improve the quality of research conducted, and create effective and
equitable knowledge translation practices (Michener et al., 2012; Mikesell, Bromley &
Khodyakov, 2013).
The research design was qualitative in nature, utilizing focus groups and fitting within a
constructivist paradigm (Berger & Luckmann, 1966; Feilzer, 2010). Previous research has used
the constructivist paradigm to understand patient experiences and make recommendations for
patient care, making it appropriate for use in this project (Greenslade, Elliott, & MandvilleAnstey, 2010; Thomas, Menon, Boruff, Rodriguez, & Ahmed, 2014).
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Before the focus groups began, participants completed a demographic questionnaire and
completed questions that measured participant knowledge concerning accessing health-related
community services. Focus groups were ideal for this project because they allowed for the
exploration of the subjective realities of people attempting to access healthcare and fostered
dialogue amongst the participants who had shared lived experiences. Focus groups were chosen
over other methods because they involved participants interacting with each other and with
researchers, allowing the collection of interactive data (Wilkinson, 1999). Focus groups were
also well suited to the research questions of this thesis, which were exploratory and aimed to
elucidate the participants’ point of view (Wilkinson, 1999).
Recruitment
Participants were recruited through convenience sampling, and were reached through a
variety of methods including: newspaper advertising, posters displayed in ACB-related shops
and community-centric locales, meetings with community organizations (i.e Caribbean Canadian
Association of Waterloo Region), ACB community events (i.e Ubuntu Community Health Fair
and Bringing on the Sunshine), religious organizations (i.e Potter's House), in-person at the
Kitchener Public Market and online on various social media platforms. Venues for poster
advertising were selected based on the researcher's knowledge of these locations as being
frequented by African, Caribbean, and Black people, and those that were recognized to
specifically target this population for their clientele. In-person recruitment locations were events
explicitly created for African, Caribbean, and Black people in the region or areas frequented by
Waterloo Region residents of all ethnicities that an ACB person was likely to frequent (such as
the Kitchener Public Market). If potential participants encountered the recruitment poster in one
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of its various locations, the poster encouraged them to email the project team or to message them
on one of their social media accounts.
For in-person recruitment, the author approached African, Caribbean, and Black people
who appeared to be adults. Prospective participants were given a short description of the study
and were asked if they were interested in providing their names, phone number, and email
addresses to be contacted with more information at a later date. If contact information was
provided, prospective participants received a call within 48 hours.
Prospective participants were screened by phone to determine that they identified as
African, Caribbean, or Black, were 16 years of age or older, and lived in Waterloo Region. For
the larger project, eight focus groups were conducted with 41 participants. Due to time
limitations, the first five focus groups completed (with 22 participants) inform the present study.
Focus groups were conducted by either the principal investigator (PI) of the overall Adinkrahene
project or the lead research assistant (the author of this article). For the first two focus groups,
the research assistant shadowed the PI to acclimatize. Except for one focus group, the researcher
led all of the remaining focus groups, sometimes with the help of a peer research assistant. Focus
groups were digitally recorded and ranged in length from 66 to 115 minutes. Focus groups on
average included five participants.
All participants were given an informed consent form, the contents of which were
explained and signed prior to the researcher turning on the recording device. Respondents also
filled out a demographic questionnaire, which took approximately 10 minutes to complete.
Cognizant of the personal nature of health-related questions, and the larger project's focus on
HIV/AIDS, participants were also asked to sign a confidentiality form to encourage comfort
amongst participants. The confidentiality form requested that participants not share identifiable
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information about any participant associated with the project to others. Participants received $40
Canadian in cash for remuneration in recognition of their time and knowledge shared with the
project team. The Wilfrid Laurier University Research Ethics Board reviewed and approved all
study procedures.
Participants
Participants were 22 African, Caribbean, and Black residents of Waterloo Region aged 18
to 78 years (M=41.14, SD =14.67). The majority of participants (n =14, 63.6%) identified as
female. Participants represented a socio-economically diverse sample, with incomes ranging (in
Canadian dollars) from $0-9,999 to $70,000-99,000, three participants declined to provide their
incomes. Regarding city of residence, 13 participants lived in Kitchener, seven in Waterloo, and
two in Cambridge. Of the 22 participants, 12 self-identified as African, eight as Caribbean, and
two as Black, further explication of the categorization of participants is referenced below.
Demographic characteristics of focus group participants can be found in Table 1.
Measures
Focus group guides (see Appendix A) were utilized to elicit narratives about participants’
experiences accessing healthcare and the macro-social barriers that prevent them from doing so.
Questions were designed with the project’s goals in mind and focused on the barriers and
facilitators to accessing care, perceptions of care from healthcare providers, and knowledge of
health-adjacent community services.
To lead the discussion about experiences in healthcare, participants were asked questions
such as: ‘How would you describe your relationship with your doctor? Are you satisfied?’ and
‘Do you feel your race or culture has impacted the treatment you received from a healthcare
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professional?' Questions about healthcare services also asked participants about instances they
were dismissed by healthcare providers and their opinions on having ACB family doctors.
Analysis
Focus groups were transcribed by an undergraduate student and then imported into Nvivo
12, a data analysis software. Codes were identified using a thematic analysis framework, as
outlined by Braun and Clarke (2006). Following their method for analysis, a six-step process was
used to identify, analyze, and report patterns that emerged from the data, without coding them to
fit within a theoretical framework.
The first step involved becoming familiarized with the contents of the data through
transcribing and reading the transcripts thoroughly. The second step began the formal coding
process. Data were organized into codes, which are ‘features’ of the data that are recurring
among participants and interesting to the author’s research goals (Braun & Clarke, 2006). The
third step involved looking and organizing codes into possible themes. Next, themes were
reviewed for congruity. During the fourth phase, themes were assessed for relevance and clarity,
and themes were collapsed into larger themes or separated into more distinct themes. The fifth
phase continues this refinement, and themes were re-examined by the researcher for their clarity,
conciseness, and relevance to the ‘overall story.' In this phase, themes were also named and given
definitions. Lastly, findings were disseminated, cogent examples were used to tell the ‘story' of
the themes and relate to the project's overall goals, my research questions, and relevant literature
(Braun & Clarke, 2006).
A codebook was created to categorize, define, and refine the data. Codes were initially
created with data from the first three focus groups conducted. Codes and themes were
subsequently re-evaluated after each successive focus group (to a total of five) until clearly
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defined. Data saturation, or the ‘the point in data collection and analysis when new information
produces little or no change to the codebook’ (Guest, Bunce, & Johnson, 2006) for this article
was reached after four focus groups. However, codes continued to emerge for the larger
Adinkrahene project until the seventh focus group.
One of the ways themes were evaluated for dissemination was by the number of times
participants discussed them. Themes were considered relevant for this article if they appeared in
at least three out of the five focus groups that were used for this article. If a theme was only
discussed in two focus groups, it was not considered for dissemination in this article.
Furthermore, all themes that were deemed relevant needed a minimum of 10 references explicitly
related to that topic.
Table 1. Demographic Characteristics of Focus Group Participants
Characteristics

Age Range
Age Mean and SD

Annual Income Range
(CAD) dollar
0-9,999
10,000-19,999
20,000-34,999
35,000-49,999
50,000-69,999
70,000-99,999
100,000+
Prefer Not to Say
Employment Status

Total
Sample
n = 22
n (%)
18-78
M = 41.67,
SD = 14.66

FG 1
n=3
n (%)

FG 2
n=3
n (%)

FG 3
n=6
n (%)

FG 4
n=4
n (%)

FG 5
n=4
n (%)

18-29
M=
23.00, SD
= 5.57

32-78
M=
52.00,
SD=
19.00

23-49
M=
35.67,
SD=
10.56

31-58
M=
47.50,
SD=
11.90

41-45
M=
43.00,
SD =
1.83

2 (9.1)
1 (4.5)
3 (13.6)
3 (13.6)
5 (22.7)
4 (18.2)
0 (0.0)
4 (18.2)

2 (66.7)
1 (33.3)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
1 (20.0)
2 (40.0)
1 (20)
0 (0)
1 (20.0)

0 (0)
0 (0)
2 (33.3)
1 (16.7)
1 (16.7)
0 (0)
0 (0)
2 (33.3)

0 (0)
0 (0)
1 (25.0)
1 (25.0)
1 (25.0)
1 (25.0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)
0 (0)
1 (25.0)
2 (50.0)
0 (0)
1 (25.0)
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Employed Full-Time

12 (54.5)

0 (0)

3 (60.0)

2 (33.3)

3 (75.0)

4 (100)

Employed Part-Time
3 (13.6)
Casual Employment
0 (0)
Seasonal Employment 0 (0)

1 (33.3)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)

2 (33.3)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)

0 (0)
0 (0)
0 (0)

Not Currently
Working
On Social Assistance
Student

2 (9.1)

1 (33.3)

0 (0)

1 (16.7)

0 (0)

0 (0)

2 (9.1)
1 (4.5)

1 (33.3)
0 (0)

0 (0)
0 (0)

0 (0)
1 (16.7)

1 (25.0)
0 (0)

0 (0)
0 (0)

Retired
Prefer Not to Say
City of Residence
Cambridge
Kitchener
Waterloo

2 (9.1)
1 (2.4)

0 (0)
0 (0)

2 (40)
0 (0)

0 (0)
0 (0)

0 (0)
0 (0)

0 (0)
0 (0)

2 (9.1)
13 (59.1)
7 (31.8)

0 (0)
2 (33.3)
1 (16.7)

1 (20.0)
1 (20.0)
3 (60.0)

0 (0)
5 (83.3)
1 (16.7)

1 (25.0)
3 (75.0)
0 (0)

0 (0)
2 (50.0
2 (50.0)

Results
The purpose of this study was to identify the barriers and facilitators to accessing
healthcare that ACB people living in Waterloo Region experienced. The framing of this work is
influenced by the socio-ecological framework and the social determinants of health (SDOH). An
additional goal of this project was to provide a space for participants to share their realities and
stories with each other, to create a sense of community amongst participants while fostering
dialogue. Across the five focus groups, participants engaged in a dynamic discussion that
focused on a myriad of topics concerning their experiences accessing care in Waterloo Region.
Overwhelmingly, participants concentrated on the social and institutional barriers and
facilitators that prevented them from accessing the healthcare system. There was a sense among
many participants that access to the healthcare system was especially difficult for ACB people.
One participant explains:
I get the sense that ease of access isn’t existing for Black folks here when it comes to services and
healthcare…It’s a real challenge…So, I have plenty of conversations with people about their lack
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of access to services they need and to the healthcare that they need…[FG4].

We present below findings relevant to the research question about the barriers
and facilitators to accessing healthcare services. Results were organized at both the community
and institutional levels. Data that spoke to barriers at the community-level emerged in ‘Racism
and Employment’ and ‘Immigrant Status.’ One facilitator was identified at the community level:
‘Community Connections’ (see Figure 1). At the institutional level, respondents identified ‘Wait
Times’ and “Out-of-Pocket Expenses’ as barriers to the healthcare system. ‘Wait Times’ had to
two subthemes: ‘Waiting to Gain Access to a Family Doctor’ and ‘Waiting for Appointments.’ No
themes emerged concerning facilitators at the institutional level (See Figure 2).

Community
Level

Barriers to
Access

Racism and
Employment

Facilitators to
Access

Immigrant
Status

Community
Connections

Figure 1. Barriers and facilitators to accessing care at the community level. Barriers that emerged
from the data were ‘racism and employment’ and ‘immigrant status.’ A facilitator ‘community
connections’ was also identified.
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Institutional
Level

Barriers to
Access

Wait
Times

Waiting to
Gain Access

Out-of-Pocket
Expenses

Waiting for
Appointments

Figure 2. Barriers to access at the institutional level. ‘Wait times’ and ‘out-of-pocket expenses’
were barriers that emerged from the data.
Barriers to Healthcare Access at the Community Level
Participants extensively discussed the barriers at the community-level that impacted their
ability to access the healthcare system. The two barriers at the community-level discussed were
racism and under- and unemployment, and challenges specific to newcomers.
Racism and employment. Recurrent across the five focus groups was the feeling that
systemic racism hindered access to the healthcare system because it impacted the employability
of ACB people living in the region. Typical of the conversations was the belief that ACB people
were particularly disadvantaged in the job market despite their qualifications and experience.
Participants discussed the lack of employment opportunities in community services in the region:
We live in a strange society…I mean, I know we have policies in place you know to make things
equal as much as we can. But the way I see it, if we don’t have the right people in the right
places, people of colour, people like us, minority people will always have more challenges
finding jobs…most of these organizations, they will make it look inclusive…When you go to the
front, you will see a person of colour, you will see a Black person…But if you go behind the
scene, there nobody looks like you or I [FG3].
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The participant continues to explain that it is not because there are no qualified ACB people or
people of colour to hold these positions:
There was a job opening somewhere, I made a recommendation for two people [of colour]. Fit all
the criteria. All the credentials. And this program is specifically helping women…And they
actually did not hire those two people. They hired a white male to run that program for women…
[FG3].

Participants were cognizant of the relationship between suitable employment and access
to the healthcare system, especially for treatments that go beyond what the government provides
through OHIP:
It's definitely related. Now the better job you get, the more benefits health-wise packages you can
get, you know you don't only depend on [the] government sponsored healthcare system. So, you
can afford to do extra follow-ups [FG5].

Another participant agreed that the type of employment one had directly impacted the kind of
care they were able to receive because of the private insurance that those jobs provided to their
employees.
You’ll see that health insurance is a key thing, like my work doesn’t have health insurance for
instance, so I have to look for other supports. And thankfully, I haven’t had any emergencies or
anything like that… [there are jobs that] don’t have access to any kind of preliminary health
insurance packages for workers, and so I think that’s a huge barrier…affording prescriptions and
such [FG2].

Participants recognized how jobs that provided benefits and stability directly impacted
their ability to access care in the region:
I have a government job, which basically means my benefits are probably better than 99% of the
people in the country. And my wife has a government job, so between us, we pay practically
nothing for healthcare, even with three kids, we pay practically nothing… I don't have a problem
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accessing healthcare. The first time I had a problem accessing healthcare, believe it or not, was
when my son turned 24 or 23, when he moved out. That was the first time we actually sat down
and thought about it [FG2].

Job precarity also impacted the health-seeking behaviours of participants. Those who worked
two or more jobs described not having enough time to attend appointments or have the ability to
‘take time off work, or [have] sick days' [FG2]. Job precarity also impacted the ‘recreational
aspects of life that help your health stability.' One person stated succinctly that without a stable,
well-paying job ‘… You don't have the money to spend, there's no vacation for you, there's no
rest time for you' [FG5].
Immigrant status. Many participants who were new to the region were not considered
‘residents' of Ontario. Most were international students who had come to the region to study at
one of the two universities on student visas. Their lack of resident status posed significant
challenges to their ability to access healthcare in the region. International students are not
covered under OHIP and are instead required to purchase a University Health Insurance Plan
(UHIP) (source). UHIP plans are not free and must be purchased at the time of enrolment.
Notably, there was concern that despite their student healthcare plans many treatments
were not covered. A lack of comprehensive coverage meant that students would have to make up
the difference in expenses out-of-pocket. Participants described avoiding the healthcare system
even when they knew they should seek treatment by self-medicating with over the counter
prescriptions:
Sometimes when you’re an international student, and you’re like ‘what if I’m so sick and they
don’t cover my [treatment]?", So students run towards self-medicating themselves first. You
would see people run to Shoppers they just buy a bunch of meds, just jack up on the Tylenol and
say, "I’m fine, I’m okay” [FG1].
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Immigrants also faced challenges accessing family doctors and hesitated to seek treatment due to
fear of being treated differently because they were immigrants:
They do make it even harder because healthcare has nothing to do with your immigration
status…But the way they are pushed across, then it seems like something to do with your
immigration [FG1].

Facilitators to Healthcare Access at the Community Level
The most significant facilitator aiding access to healthcare at the community level was
the connections participants developed with other ACB residents in the region. Participants often
used existing relationships with other ACB people more established in the region for
information.
Community connections. Participants often relied on their community to direct them on
how to utilize healthcare services in Canada, the physical locations of physicians’’ clinics, and
from which physicians they should seek care. Use of community connections was particularly
the case for newcomers to the region:
I have met a lot of families, who have come to the region, who don't even know where to start.
Sometimes they ask us, and if we can't help them, we of course, point them somewhere else
[FG2].

Even participants who had lived in the region for many years leveraged their community
connections to increase their access to care, especially for access to family doctors. ACB
communities relied on word of mouth to learn when family doctors were accepting new patients.
One participant explains:
I know often times when a doctor will open his offices, or her offices, friends and stuff will tell
everybody, ‘if you are looking for healthcare this person has a list.’ Little things like that allow
you to join [FG2].
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In this instance, friends and family served as a conduit for accessing a family doctor for people
who may otherwise not have known that they were accepting patients. In this instance,
community members who already accessed a family doctor spread the knowledge that they were
accepting patients.
Many participants acknowledged that their social class facilitated their ability to create these
connections and help their family and friends. Social connections were especially helpful if the
physician was not openly accepting patients:
A friend got me in, and then I got my whole family in. I talked that physician into taking my
whole family, aunties, everybody. And I know that I parlayed my middle class-ness, in making
sure everybody got access [FG4].

Other participants were able to use to their social connections outside of the ACB
community to get access to family doctors who were not accepting patients at the time:
There was a White colleague of mine who had to get me into the clinic. Because the clinic was
not accepting, but because he’s a White man, he can get all his friends up in there. So, I was like:
get me in there…Of course’ I'm going to take advantage of that [FG4].

This participant leveraged their connection with a White colleague to access a doctor who
was closer to where they lived. Had the participant's colleague not referred them, it is doubtful
this doctor would have accepted them as a patient.
Challenges arose when the community itself was isolated or was unaware that certain
services existed, or did not know how to access those services themselves:
I think the challenge is sometimes, when the people you know, don’t know themselves. So, you
have to bypass them because they don’t know certain things and you have to kind of dig for the
information…people are isolated, and there are different pockets. Some have more networks than
others, so it depends on the situation [FG2].
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Familial connections did not guarantee that access to family physician occurred for all
respondents. One participant explained his challenge in getting the same family doctor as his
wife:
Well, I haven’t been accepted by a doctor like by now. So, I want to have the same …My wife is
Canadian, so we wanted to have the same family doctor. But I've been waiting for like two
months or 3, they haven't put a space for me...I think [getting a family doctor] should be faster
than it [is] [FG3].

Despite having a familial connection to the practice in question, the participant was still
unable to gain access to a family doctor. One participant in the fourth focus group hypothesized
that the inability for certain ACB people to utilize their connections to gain access was related to
their 'neighbourhood and class.' The participant surmised that had they continued to reside in
their previous neighbourhood, one 'where most Black people live,' he would not have a family
doctor and would have had to utilize urgent care clinics as an alternative.
For many participants, having the same doctor as their family was important to them.
Another participant recalls the challenge she had trying to get her family, who had recently
immigrated to Canada, into the same practice where she received care:
Getting a doctor in the area is a bit difficult...I initially came to Canada and my family followed.
By the time [they were] accepted by a doctor, I had to change because [my doctor] would not
accept them...Why? Why can’t I be accommodated with my family [FG3]?

Community connections aided access to care only in the instances where those contacts
could leverage their social capital. Drawing from the definition of Kawachi, Subramanian and
Kim (2008), social capital can be understood to be the resources that are owned by members of a
social network, that ‘may become available to a focal individual' due to their 'shared history.'
However, community connections were ineffective if a person's social network lacked the
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resources and knowledge to direct others. In those instances, participants often relied on other
sources of information, like community organizations and government-services like Healthcare
Connect, but this was infrequent.
Barriers to Access at the Institutional Level
There were several themes regarding barriers to accessing care at the institutional level.
Based on participants’ responses, barriers were identified as wait times and out of pocket
expenses. Participants did not identify any facilitators at the institutional level.
Wait Times. For many respondents, wait times were a significant barrier to accessing the
healthcare system. Waiting took the form of waiting to gain access to a family doctor and waiting
for appointments with family doctors and specialists.
Waiting to Gain Access to a Family Doctor. Having to wait to gain a formal relationship
with a family doctor was mentioned by many participants. Respondents across all focus groups
felt that the wait for a family doctor was 'too long' [FG3]. Almost all participants who did not
have a formal relationship with a family doctor mentioned that they were on a waitlist. Time
spent on these waitlists ranged from 2 months to over three years. Many participants felt that the
waitlists that they were on were 'long' and expressed impatience and frustration at not having a
family doctor [FG5].
Participants who had lived in the region for decades described maintaining relationships
with physicians in their previous places of residence long after relocating because they could not
access a family doctor:
...For the longest time, I couldn’t find a family doctor. So, I was having to go back to Mississauga
for years because I couldn’t access a family doctor. I’ve probably accessed a family doctor for the
last 5 or 6 years [that I have lived here]. But I’ve been here for like 20 [years] [FG4].
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Many participants felt that the lack of access to a family doctor was due to a shortage of
physicians practicing in the region, and suggested that training more doctors would alleviate
some of the time spent on waitlists:
It seems like there is a shortage of doctors, that's what creates this right…So then, until we fix
that problem, starting from that you know, needing more doctors trained I guess. I don't know any
other way around it [FG5].

Others felt that the Region of Waterloo needed to do more to attract new doctors to the
area:
I'm not sure how it works with getting more doctors to come to this area or how it works with I
don't know. I think that's the issue, we need more doctors in the area, but how we go about
encouraging them to come to Kitchener-Waterloo, I'm not sure how that works. Like we have to
lobby somebody [FG5].

Other participants agreed, believing that there needed to be incentives to get more doctors
to practice in the region and that an influx of doctors would improve accessibility and reduce
time spent on waitlists.
Waiting for Appointments. Once participants got over the hurdle of waitlists and
developed a formal relationship with their family doctors, they realized that being accepted on a
physician's roster did not preclude them from waiting for appointments. Many participants
expressed frustration for the amount of time it took to book appointments. Many attributed to the
long wait times for appointments as a barrier to access and felt that their doctor had too few
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appointments available. The amount of time spent waiting for an appointment varied between 'a
week or two weeks max' to one month [FG3].
Due to unavailability, participants were denied appointments at times when they felt their
need for an appointment was urgent. In this exchange with a focus group facilitator, a participant
described how her request for an appointment was denied:
Participant: There [was] an incident where I had strep throat, and I was literally talking to the
nurse or the person who was answering the phone...and she was like, 'your problem is not that
serious like we only have two slots left' [FG1].
Facilitator: So, she dismissed you?
Participant: Yeah basically...Eventually, I went to the clinic and then one of the nurses there from
my actual doctor’s office was at the clinic, and she saw me. And she [said] 'why didn’t you just
go in?' I told her what happened, and she was pissed [FG3].

Due to the lack of appointment slots available, this participant was denied access to their
healthcare provider despite having strep throat, a contagious disease. Participants recognized that
family doctors are their 'first line of defence' and wanted to be able to access them if they had a
sudden illness or onset of pain:
Most times when you call your family doctor, and you can have an appointment in x number of
days, you can’t wait those number of days. So, you have to act on it, you are the one who is in
pain [FG5].

Other participants echoed the sentiment that they felt that they could not wait until a
physician had an available appointment to see them to get treated. One participant took to
attending their mother's appointments to see their doctor:
If I were to call my doctor, I have to wait like a month to see him. See my mom, she got knee
surgery, and I have a plan. She goes for a checkup every week, so I just go with her, and if I have
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questions, I just ask the doctor. And he’s like, 'actually book an appointment' And I’m like, 'I
don’t have a month to wait for you' [FG3].

Patients in other focus groups mentioned that wait times for appointments were so long
that if they had not booked in advance, they simply went to urgent care clinics to seek treatment.
However, this presented challenges when their family physician discouraged them from seeking
care at clinics:
I have had instances where I needed that attention right then and there. I go to the clinic, the
closest clinic. But what has happened is that I’ve been specifically told by my family doctor that
… I cannot go to that emergency in that clinic because they are billed, and they have to pay that
clinic [FG5].

Patient rostering, or capitation is a relatively new method adopted by family medical
practices and is based upon an explicit, formal relationship between patient and practitioner. As
opposed to the fee-for-service model, where physicians billed for the type of care administered,
under capitation, doctors can bill their provincial healthcare plans on a per-patient basis. Over
70% of family practices in Ontario have adopted 'patient rostering' as their method of enrolment.
The intention of patient rostering is to increase continuity of care, reduce patient visits to urgent
care clinics, and to provide patients with more after-hours support (The College of Family
Physicians of Canada, 2012). Under this new model, if patients seek care outside of their 'home'
clinic, their physicians' practices are penalized through OHIP. One participant's family practice
gave them forms stating that they should not utilize an urgent care clinic:
Yeah, my doctor said the same thing. They gave us a form that informed us [that we are]
supposed to try and go to the family doctor first. If you do go to the [urgent care] clinic, then they
get billed … Because you’re using services that you shouldn’t be using or something like that. I
don’t know…not that you shouldn’t be using but like…yeah because they get like a ding [on their
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payments] [FG5].

Though in theory the patient rostering should increase access to family physicians, respondents
across focus groups had difficulty securing appointments for acute illnesses.
Not all experiences with patient rostering were negative. A participant who was rostered
at a community health centre found that the comprehensiveness of the healthcare team allowed
for greater flexibility and access to a healthcare practitioner:
It is...a community health centre, one of the first few that was set up around here in that format. It
has social services, nutritionists, all the required...There’s several doctors in there, and they have
several nurse practitioners. So, if my doctor isn’t available or if he can’t see me [during] an
emergency, they will offer a nurse practitioner, so I can go and talk to someone, they can see me
right away...They leave a block of time for emergency [appointments], but they also have their
time where they have schedule [FG3].

Out-of-Pocket Expenses. Incurring out-of-pocket expenses, or expenses that patients
must pay upfront when accessing care, was also considered a barrier by respondents. Costs
particularly impacted international students and those who did not have employment that
provided benefits for services uninsured by OHIP. One participant believed that their 'economic
position' impacted their care, stating '...You won’t get better care if you don’t have the money.
That’s just the way it is' [FG2].
Another participant succinctly summed up her feelings about the financial barriers to
care, stating, 'expenses [are the barrier] at least for me. The things that I need are expensive. Like
I need a new pair of glasses...an eye check and that's expensive or I want to see the dentist, and
that's expensive' [FG1].
The healthcare that this participant required was not covered by OHIP and the
practitioners that provide these services — opticians and dentists, respectively, require payment
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upfront if the patient does not have supplementary insurance. Furthermore, having private
supplemental insurance does not eliminate barriers for people who do not have access to funds at
the time of service, as many insurance companies require enrollees and their beneficiaries to pay
upfront and then apply for reimbursement. This exchange between a respondent and a facilitator
illuminates their thoughts on insurance and up-front costs:
Participant: Even when [insurance is] provided, you have to pay first and then get the
reimbursement, that’s not a great arrangement...
Facilitator: Right. Especially if you don’t have the funds to pay upfront.
Participant: $250 for a medical procedure and then you get your cheque rebate [FG2].

Not having the ability to pay for services out-of-pocket, even with reimbursement, prevented
participants from accessing health services. Beyond difficulty paying, the transactional nature of
care with practitioners who require payment upfront made respondents uneasy about accessing
care. A female participant from the first focus group described needing to seek care for her
mental health but was discouraged by the focus on payment:
I remember maybe a few months ago when I told my mom that I wanted to see somebody [for my
mental health], I wanted to talk to someone ...You have to put down a deposit, and it's always
about money first… Especially if you just want to talk to somebody and you just want to get help,
and you're already seeing that their primary concern is the money that they get from you…
You’re already put off [FG1].

Though there are mental health services that are free of charge, participants felt that those
were difficult to access because so many people were utilizing them. A participant explains that
‘even just the free ones, because there is free care, but it is it lacking because again, they're so
overworked and underpaid that they don't care what you're saying to them’ [FG1]. This
participant felt that the mental health practitioners that provided free care were unable to meet

53
ACCESS TO THE HEALTHCARE SYSTEM FOR ACB PEOPLE
the needs of the large client population and were overburdened because so many people could
not afford to pay for mental health services.
Discussion
The results highlighted multiple factors that impact access to healthcare at the social and
community levels. At the institutional level, racism and employment and immigrant status were
two closely related barriers. Participants often used community connections to circumvent the
challenges presented by these barriers. At the institutional level, wait times and out-of-pocket
expenses emerged as barriers.
Job Precarity and Racism
In focus groups, participants expressed frustration at their inability to access the
healthcare system, but challenges in the employment sector that affected access were especially
distressing. Participants strongly felt that systemic racism prevented them from obtaining jobs
that were in line with their educational qualifications and experience. Racialized immigrants to
Canada are far more likely to be un- or under-employed and to work in jobs classified as lowincome (Lightman & Gingrich, 2018). Furthermore, there is evidence to support that racism
directly impacts access to employment; discrimination that is compounded by the precarity of
immigrating to a new country (Lightman & Gingrich, 2018).
Lightman and Gingrich (2018) assert that being foreign-born, a lack of citizenship, and
race all have a negative impact on income earned. Furthermore, racialized people who are not
Canadian citizens are far more likely to work precariously in jobs that do not provide the benefits
necessary to cover the cost of healthcare services uninsured by OHIP (Government of Ontario,
2018; McKeary & Newbold, 2010). Perceived discrimination in hiring practices and in the
workplace have implications for health. Moreover, income is considered to be the most
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important SDOH because it determines access to material resources such as housing and quality
of food (Mohammed & Williams, 2009).
Job Benefits, Private Insurance, and Access
Despite a universal healthcare system and its purported comprehensiveness, participants
knew that higher-income jobs were necessary to afford additional costs that were not covered by
OHIP. Except for people under 25, OHIP does not cover the costs of prescription medication
(Government of Ontario, 2018). Though there are myriad of payment strategies, these costs are
typically paid by private employee benefit plans, which are reserved for full-time employees of
larger companies (Premji et al., 2014).
Many participants identified a lack of insurance as a substantial barrier to accessing
healthcare. Access to insurance benefits was also recognized to be a ‘privilege' that was available
only to those who were middle- or high-income. Twenty-two percent of all drug costs are
financed out-of-pocket by 11% of the population, mostly those who are low-income (Morgan &
Boothe, 2016). Given that 24% of ACB people perform low-income work, compared to 11.5% of
the non-racialized population, it is highly likely that ACB people pay a portion of these costs
(Canadian Centre for Policy Alternatives, 2018). Barriers were similar for international students
living in Waterloo Region who are insured through UHIP plans, as those plans also did not cover
prescription drugs (University Health Insurance Plans, 2018).
One proposed solution to the dearth in access to medical benefits for low-income ACB
people is universal pharmacare (Morgan & Boothe, 2016). A universal pharmacare plan would
alleviate the burden of out-of-pocket expenses for low-income workers and the self-employed. A
universal pharmacare plan would also protect the current full-time workforce from increasingly
austere workplace benefit packages and a precarious labour landscape (Morgan & Boothe, 2016).
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Universal pharmacare is not a novel idea, and other organization for economic cooperation and development (OECD) countries have universal pharmacare plans. Furthermore,
calls for a universal pharmacare plan in Canada have been gaining political momentum, and the
Liberal federal government is currently exploring national pharmacare. Despite this, barriers
remain, and no concrete decision has been made (Dickson, 2018; Law, Clement, & Dinh, 2018;
Morgan & Boothe, 2016). Advocates and community organizations concerned about access to
healthcare for ACB people should focus attention on a national pharmacare plan. Furthermore,
universities may be able to better serve their growing international student populations (Arthur &
Flynn, 2011), by providing more comprehensive drug plans than those currently offered.
Beyond access to benefits, job precarity made it difficult for ACB respondents to access
aspects of the healthcare system that were insured. For instance, many participants were unable
to attend appointments that conflicted with their work schedules, due to a lack of paid time off.
Policies have also affected the ability of all Ontarians to access physicians. In 2018, the
Conservative government of Ontario announced that they would eliminate the two paid leave
days that were legislated by the previous Liberal government (Picard, 2018). Without paid sick
days, low-income workers are given little choice but to miss appointments and put off treatment,
potentially exposing them to worse health outcomes (Heymann, Rho, Schmitt & Earle, 2010).
Waterloo Region has recognized these barriers and has implemented some interventions
to increase immigrant access to employment in the past, but challenges persist, and further action
from both the private and public sectors is needed (Public health, 2018; Region of Waterloo
Public Health, 2006).
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Wait Times as Barriers to Access
At the institutional level, participants were hindered by long wait times. Participants
described long waitlists for both family physicians accepting patients and for appointments.
While some participants had a formal relationship with a family physician (Crooks, Agarwal &
Harrison, 2012), the time spent on waitlists for those who did not ranged from two months to
over three years. Participants attributed long waitlists to a dearth of family physicians graduating
medical school and moving to the region. However, evidence suggests that the amount of
physicians graduating is increasing, and the vast majority of the population in Waterloo Region
(94.5%) has access to a family physician, so questions remain about the particular causes for the
lack of family physicians available to ACB people in the region (Canadian Institute for Health
Information, 2016; Canadian Index of Wellbeing, 2018).
The difficulty in accessing a physician for ACB people may be related to physicians
avoiding patients they deemed to be ‘difficult’ or whose needs were more challenging, largely
attributed to the comprehensive care model physicians use for practice (CCM), specifically to
capitation models, which are paid per person enrolled with the physician (Hutchison & Glazier,
2013; McColl, Aiken, & Schaub, 2015). Though there are a variety of patient care models, 69%
of physicians in Ontario use some form of CCM, where patients and physicians enter into a
formal relationship, called ‘rostering.' Under a CCM, physicians are paid for having rostered a
patient as opposed to the services they provide in a traditional fee-for-service (FFS) model. In a
CCM, patients are encouraged to seek all of their healthcare needs, including acute care, from
their family physician. In turn, physicians are expected to have availability for emergency
appointments. The ultimate goals of CCM are improved physician-patient connections and
greater continuity of care (Robinson, 2001).
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Despite being an improvement to the fee-for-service model, challenges of CCM remain.
Regardless of wait times for appointments, patients are expected not to use urgent care clinics
and risk being ‘de-rostered' for doing so (Gillet, Hutchinson & Birch, 2001). Moreover, because
the payment for patients is the same regardless of their health needs, CCM disincentivizes
physicians from taking on complex patients (McColl et al., 2018; Robinson, 2001). ACB people
are far more likely to be patients with multiple conditions, due to their colonial history, and
current discrimination in the employment sector and elsewhere (Nestel, 2012). These conditions
make it likely that ACB people will have difficulty accessing physicians who use the CCM
model.
Many participants described using community connections to increase their access to
family physicians. Family and community members who had existing relationships with family
physicians often leveraged those relationships to gain access for their family, friends, and
community members. For personal referrals, respondents hypothesized that it was likely easier
for middle- and higher-income ACB people to utilize their class to increase access. However,
connections were only as strong as the resources that were available to them, and low-income
ACB people may be less likely to have connections with the social capital to increase access.
Research has shown that income-related inequities to access to healthcare exist in Canada
(Lasser, Himmelstein & Woolhandler, 2006), but very little research has explored utilizing
community connections to increase access to family physicians, warranting further exploration.
Waterloo Region has a vibrant ACB community, led by organizations such as
ACCKWA, the African Canadian Association of Waterloo and Area (ACAWA), and the
Caribbean-Canadian Association of Waterloo Region (CCAWR). Many of these organizations
act as conduits for newcomers to the region who need to access to family doctors. These
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connections should be utilized by local health integration networks (LHINs) in any actions taken
to address access to healthcare inequities for the ACB population in Waterloo Region.
Community health centres may be able to better address the comprehensive care needs of
ACB people in Waterloo Region and reduce wait times (Shah & Moloughney, 2001). Centres
like the Kitchener Downtown Community Health Centre use a patient-care model that addresses
the complex needs of their patients and ensures shorter wait times (Raphael, 2008). This model
focuses on rostering patients into a multidisciplinary, primary care team consisting of physicians,
nurse practitioners (NP), and registered nurses (RN) who are salaried. In a community health
centre, both NPs and physicians take longer appointments which may decrease wait times and
provide a deeper understanding of patients' needs. Furthermore, CHCs prioritize access to a
multi-disciplinary allied health team (Raphael, 2008). CHCs emphasis on addressing SDOH,
complex patients' needs, and wait times make them ideal for serving the ACB population.
Though they were discussed in focus groups, access to CHCs was not specifically queried and
should be explored further as a means to address access inequities.
Lastly, financial barriers re-emerged at the institutional level, particularly for uninsured
out-of-pocket expenses for services such as dental care, prescription eyeglasses, and mental
healthcare. Mental health has been an increasing concern for all Canadians, but ACB people are
particularly affected for a myriad of reasons (Nestel, 2012). Likewise, low-income ACB
Canadians are greatly hindered from accessing dental healthcare (Leake, 2004). Similar to a
national pharmacare plan, new models of care are necessary to address barriers to mental and
dental healthcare (Leake, 2006).
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Implications
Very little research has explored access to healthcare for ACB people in smaller urban
areas in Ontario. The findings of this article have clearly articulated that despite a universal
healthcare system, healthcare is not equally accessible for all (Asanin & Wilson, 2008). As
evidenced by the findings of this study, barriers remain for access to healthcare for the ACB
population. These barriers have yet to be adequately addressed by national, provincial, and
municipal lawmakers. As Waterloo Region becomes more diverse and more people from
different backgrounds settle in the area, a more inclusive approach must be taken to ensure that
everyone can access the healthcare system properly.
At the community level, results of this article may inform regional policies on
employment opportunities for ACB people, especially newcomers, to the region. Taking a
broader SDOH perspective on access to healthcare is necessary for improvement to access. Local
health integration networks (LHINs) in partnership with other agencies and community
organizations should consider providing or increasing funding for initiatives that improve
employment opportunities in the region, such job training, upgrading educational credentials
(particularly for trained physicians), and mentorship programs. Furthermore, policy-makers
concerned with healthcare access of ACB people and other marginalized populations should use
these findings and leverage community connections to increase access for family doctors through
partnerships with peer leaders and community organizations that work directly with the ACB
community. Both peer leaders and community organizations could play a role in providing
necessary information about accessing healthcare to ACB newcomers to the region and work as
conduits to physicians looking for patients.
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However, physicians must also be re-incentivized to accept complex patients. Policymakers should also consider the models of care and fee structures available to physicians and
work to address the challenges to access that some fee structures inadvertently encourage. CHCs
are one approach to improving access for ACB people, but there may be other more appropriate
models for ensuring that ACB people have adequate and timely access to physicians.
Lastly, access to healthcare will not improve without substantial changes to policy.
Austere policies that discourage paid time off and redirect necessary aspects of healthcare such
as dental and prescription benefits to the private sector need to be eliminated in favour of policies
that better reflect the mandate of the Canada Health Act. Strong political will is necessary to
create lasting and impactful change.
Limitations
Topics about healthcare and health are understandably viewed with suspicion by ACB
people (Gamble, 1997), and this project’s partnership with ACCKWA, a community
organization focused on HIV/AIDS, may have hindered participants’ engagement with the
project and responses due to stigma. Due to time and project constraints, focus groups were also
conducted with both men and women, who varied in age demographics. It is possible that some
voices dominated the focus group discussions, creating the illusion of a cohesive discussion
where one may not have been present (Smithson, 2000). However, facilitation skills and
techniques were utilized in the focus groups to alleviate some of the power differentials that
existed and encouraged equal participation (Smithson, 2000). Furthermore, though gender was
recorded during the demographic surveys, gender was not attributed to the quotes due to the
nature of the discussion and the small size of the ACB community.
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Convenience sampling was used to recruit participants; thus, findings are not intended to
be generalizable (Farrokhi & Mahmoudi-Hamidabad, 2012). To accurately reflect the needs of
the ACB community in Waterloo Region, participants were actively recruited through many
different methods and at locales known to be frequented by the ACB population. Furthermore,
the ACB community in Waterloo is not small, but those who are engaged frequently encounter
familiar faces. It was not uncommon for participants who were recruited separately to know
other participants in their focus group sessions, potentially impacting responses. Despite this,
participants were very candid in the focus groups suggesting that familiarity with other
participants did not affect engagement. To further encourage participation, all participants were
asked to sign a confidentiality agreement before data was collected.
Similarly, many of the participants were highly engaged ACB community members who
were knowledgeable about the systemic factors that impact their community. Those participants
may not be representative of all ACB residents of Waterloo Region. Despite this, participants
ranged widely in age, socio-economic status, educational attainment, and city of residence.
Future Directions
The findings of this study leave many unanswered questions regarding access to the
healthcare system for ACB people. The specific factors that hinder or facilitate access to the
healthcare system for international students should be queried. Future studies should explore
whether the race of students has any impact on their ability to access the healthcare system.
Types of employment (particularly precarious employment) should be also be studied for their
impact on access to healthcare for this population.
Furthermore, the experiences of participants in leveraging connections to family doctors
present a real challenge to access to healthcare with implications for the whole population. Under
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the Canada Health Act, all Canadians should have equal access to care (Legislative Branches,
2012). If high-income Canadians have better access to healthcare that would strongly imply that
Canada has a two-tiered healthcare system (Leake, 2006). Access to healthcare and income (that
explores the impact of race) should be explored further.
Conclusion
In conclusion, ACB people face challenges accessing healthcare which can be attributed
to both community and institutional factors. At the community level, a lack of employment that
is reflective of educational attainment and provides benefits is a significant barrier. Strategies to
increase employment of ACB people that includes a benefit plan may be a solution to reducing
inequities to access. Furthermore, a universal pharmacare plan would provide greater access to
the healthcare system for all residents of Ontario and protect them against an increasingly
volatile labour environment. Political action needs to be taken to encourage lawmakers to enact
policies that promote access to healthcare. It should also be noted that though the focus of this
article is on the impact of racism at the community and institutional levels, racism exists at all
levels of society. Further inquiry into racism at the interpersonal level – meaning between
physicians and patients can be found in Fante-Coleman (2018).
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Chapter Three - ‘Getting Shut Down and Shut Out’: Exploring Patient Perceptions on
Healthcare Access at the Physician-Patient Level in Waterloo Region, Ontario
Health equity occurs when all people can ‘reach their full health potential without
disadvantage due to social position or other socially determined circumstance’ (Ministry of
Health and Long-Term Care, 2018). These social circumstances include age, ability, socioeconomic status, and race. According to the Ministry of Health and Long-Term Care in Ontario
(2018), health equity remains a priority and should be addressed at multiple levels of society.
Access to healthcare in Canada, and more specifically, Ontario, has been a considerable topic of
interest for researchers, politicians, and public health professionals (Asanin & Wilson, 2008;
Bryant, Leaver, and Dunn, 2009; Levy, Ansara & Stover, 2013). Much of the focus has centred
on wait times, a lack of available beds in hospitals and a shortage of family doctors, all
components of physical access. Though numerous studies assert inequities in accessing
healthcare for African-Americans, little Canadian research has examined the impact that
marginalization has had on health and access to healthcare (Hyman, 2009; Lee et al., 2009;
Cuevas et al., 2016). Moreover, research that has been conducted focused on healthcare access
for specific populations who experience marginalization, such as newcomers (Wang, Rosenberg,
& Lo, 2008) and people experiencing homelessness (Khandor et al., 2011), but to the extent that
research has looked at marginalization and race, findings have focused on race very broadly,
likely due to a lack of available disaggregated data.
There are over 1.2 million African, Caribbean, and Black2 (ACB) people living in
Canada, but it is unknown how many have adequate access to the healthcare system (Nestel,

2

Individuals of African descent who can tie their presence in Canada to the trans-Atlantic slave trade that existed in
both Canada and United States (Maticka-Tyndale et al., 2016)
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2012). Furthermore, the limited research that has been collected on access to healthcare for ACB
people has focused on the urban greater Toronto area (GTA). Though many ACB people settle in
the GTA, nearby urban centres have sizeable ACB populations. For instance, in Waterloo
Region, 15,135 people self-identify as Black (which includes African and Caribbean
populations) (Statistics Canada, 2016). The ACB populations of urban centres like Waterloo
Region will continue to grow due to increasing gentrification and natural population growth in
the GTA, which will push ACB people farther away from the downtown core (August & Walker,
2018). Thus, evaluating access to healthcare in these smaller urban regions is necessary to gain a
full perspective of access to care for ACB people.
There is evidence to support that ACB people experience adverse health outcomes. For
example, ACB people are twice as likely to rate themselves as ’unhealthy’ than White and other
racialized people (McKeary & Newbold, 2012; Nestel, 2012). Furthermore, racism that is innate
within Canada’s social structures produce health inequities in ACB people (Hyman, 2009;
Nestel, 2012) and adverse health outcomes can be linked to a socio-political history of
marginalization beginning with chattel slavery (Allahar, 2011; Arnold, Rebchook, & Kegeles,
2014; Scarlett, 2012).
Adequate access, meaning access that is not hindered by a person's race or socioeconomic status (SES) is necessary to reduce these health inequities (Health Canada, 2001).
Access to primary care, in particular, is vital in the Canadian context, given healthcare providers'
unique positions as gatekeepers of the healthcare system. Prior research has shown that access to
a family doctor increases preventative care and screenings for cancer, ultimately improving
patient outcomes (McIsaac et al., 2001; Poole, Black, Gelmon, & Kan, 2010; Thanh & Rapoport,
2016). However, very little research has been conducted to understand the lived experiences of

65
ACCESS TO THE HEALTHCARE SYSTEM FOR ACB PEOPLE
ACB people when trying to access primary care. These experiences and the socio-political forces
that impact them, must be examined.
In this article, I explore patient perceptions in attempting to access the healthcare system,
problematizing the historical underpinnings of racism in the context of Canadian healthcare. In
that aim, I report the findings of a qualitative research study that explored the experiences of
ACB people attempting to access the healthcare system in Waterloo Region, Ontario. Thus, my
research questions are: 1) what are the barriers and facilitators ACB people face in accessing
adequate healthcare at the point of physician-patient interaction? And, 2) does race impact ACB
people’s ability to access equitable care at the physician-patient level?
History of Institutions and Black Bodies
Race first became a subject of scientific inquiry in the 17th century as a means for
European scientists and philosophers to create sub-classifications of the human species (Byrd &
Clayton, 2001). These classifications, based on observations of physical differences between
geographic populations, enabled scientists to classify humans well into the 20th century. The
racial classification of humans continued until an overwhelming amount of evidence suggested
that humans had more variability within ‘races’ than they did between (Bamshad, Wooding,
Salisbury & Stephens, 2004). Race was then understood to be a social construct.
Nevertheless, scientific classification provided a basis to stereotype and discriminate
against a particular group of people. Thus, race can be understood to be ‘socially defined but on
the basis of physical criteria’ (Van den Berghe, 2012). Despite being a social construct, race and
its byproduct, racism, have had a tangible impact on the health and well-being of the
marginalized and racially classified. In the case of the healthcare system, British colonization,
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western medicine, and biology ‘laid the foundations of medical inferiority’ which persist today
(Byrd & Clayton, 2001).
In the context of this history, medical and health institutions have long oppressed ACB
bodies. In the United States (US), instances such as the Tuskegee Syphilis trials, where White
researchers watched African-American men suffer and die from syphilis, despite knowing of a
cure, and the use of Henrietta Lacks' cells without consent to generate billions of dollars in health
research without compensation, are frequently cited as acts of medical overreach on ACB bodies
(Beskow, 2016; Gamble, 1997). More recent examples in the Canadian context include the use of
‘Motherisk,' which was discredited due to inconsistencies, to separate ACB families from their
children, placing them into the care of child protective services (African Canadian Legal Clinic,
2016).
Historical Analysis of Black Healthcare in Canada
Given the colonial relationship of Indigenous and ACB people in Canada, it would be
remiss to discuss the experiences of ACB Canadians without contextualizing them in relation to
those of Indigenous people (Wilson, 2011). A complete history of ACB and Indigenous people in
Canada is outside the scope of this article; however, it must be acknowledged that the colonial
relationship that ACB people have with Canada is predicated upon a genocidal removal of
Indigenous people from their land (Amadahy & Lawrence, 2009). Canada’s legislative, legal,
and academic institutions are implicated in the genocide of Indigenous people in a myriad of
ways, of which one example is the forced sterilization of Indigenous women in Alberta and
British Columbia, which continues to this day (Collier, 2017; Moran, 2018).
There are few records available that describe any interactions the medical community
had with enslaved and freed Black Canadians, but given their shared colonial history with
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Indigenous people, it is not difficult to imagine the ways in which their experiences converged
(Department of Public Safety Canada, 2009). For example, in the early 1900s, Canada utilized
physicians to prevent African-Americans from immigrating to the country by incentivizing
physicians to perform stringent medical examinations. These examinations were used to
determine ‘fitness' with the ultimate hope of limiting as many African-Americans from entering
the country as possible (Shepard, 1983). The colonial history and other structures that dominated
ACB Canadians in the nascent Canadian nation-state lends doubt to whether health systems can
overcome the embedded frameworks of colonialism and oppression to care adequately for Black
bodies.
Literature Review
Racism and Discrimination in Healthcare
Discrimination can be defined as any action, judgment, or practice that causes or
maintains systems of oppression through conditions that exclude or marginalize a group of
people. Individuals can be discriminated against due to their race, ethnicity, immigrant status,
culture, and other traits (Pollock, Newbold, Lafreniere & Edge, 2012). Discrimination can be
overt or subtle, ranging from personal acts to the broad strokes of systemic and structural
oppression (McKenzie, 2017; Penner et al., 2009). Though this article focuses on the effects of
racism at the interpersonal level, it must be noted that racism occurs at all levels of society
(McKenzie, 2017; Penner et al., 2009).
In the American context, African-Americans are systemically discriminated against in the
healthcare system, which is compounded by the adverse effects of social and economic
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isolation3. Overall, African-Americans bear the burden of increasing inequities of disease, higher
mortality and disability rates, and in some instances, declining life expectancy (Mays, Cochran,
& Barnes, 2007). Despite seemingly improved changes in race-based relations in the US, rates of
chronic diseases such as cardiac-related illnesses and cancer have increased in AfricanAmericans since the 1950s (Mays et al., 2007).
Even when socio-economic status is controlled for, African-Americans are still more
likely to experience premature death and increased morbidity. Mays et al. (2007) highlighted
discrimination as a pernicious factor affecting health status, findings which have been supported
theoretically by other public health researchers (Benjamins, 2014; Sellers, Caldwell, SchmeelkCone, & Zimmerman, 2003; Williams & Mohammed, 2009). Discrimination against AfricanAmerican bodies is deeply rooted in systemic and institutional structures. These structures persist
in mainstream culture and work insidiously in ‘colour-blind' institutions (Williams &
Mohammed, 2009). Though it is difficult to prove and may be invisible to members of the
dominant race and culture, discrimination is felt clearly by the marginalized, leading to feelings
of frustration and increased stress, which manifests as poorer health (Williams & Mohammed,
2009).
One of the ways that discrimination affects African-Americans accessing healthcare is
dismissal. Evidence shows that African-Americans are far less likely to be believed and treated
adequately for pain in comparison to White people (Anderson, Green & Payne, 2009). This can
be attributed to the biases of physicians and their subscriptions to myths about Black people’s
tolerance of pain (Hoffman, Trawalter, Axt & Oliver, 2016). Furthermore, beliefs that African-

The author recognizes that ‘Black’ may be the preferred identifier for Americans of African
descent (Agyemang, 2005) but for clarity the term African-American is used in order to
distinguish this population from Black Canadians.
3
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American people were more likely to be drug-seeking affected the likelihood that they would be
prescribed pain medication (Todd, Deaton, D’adamo & Goe, 2000). Biases held by physicians
can be deadly for Black patients. One explanation for the disparate treatment of Black patients is
that some White and non-Black physicians harbour ‘aversive’ racist sentiments, meaning that
they may not be overtly discriminatory, but they still hold racist beliefs (Penner et al., 2009).
Recent grey literature has focused on the harmful effects that racism, including aversive
racism, has had on African-American women, particularly for their maternal health (Spataro,
2018). African-American women often describe having their symptoms overlooked and having
to advocate for themselves to be treated (Cuevas, O’Brien, & Saha, 2016). The dismissal of
African-Americans’ symptoms can have deadly consequences, as evidenced by the
disproportionately high mortality rates of Black women post-pregnancy (Center for Reproductive
Rights, 2014).
Though experiences of discrimination within the healthcare system are well documented
for African-Americans in the US and Indigenous people in Canada, providing support for the
existence of similar discrimination of ACB populations in Canada is difficult. Furthermore,
despite their shared colonial history, there are differences between the experiences of AfricanAmericans, Indigenous people, and ACB Canadians. The discussion of similarities needs to be
nuanced by those differences (Beiser, 2005; Hyman, 2009; McKeary & Newbold, 2010;
Veenstra, 2009).
However, there are examples of systemic racism’s impact on ACB people and their
relationship with the healthcare system. Research has shown that despite universal healthcare,
health inequities still exist for ACB Canadians (Lasser, Himmelstein, & Woolhandler, 2006;
McKeary & Newbold, 2010). Furthermore, in Canada, only 2.9% of all medical students
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identified as ACB (Walji, 2015). The dearth of ACB physicians in Canada has largely been
attributed to systemic discrimination that begins in the education system (Black Physicians
Association of Ontario, 2017).
Recently, there has been a successful push by community activists in the medical
community and beyond to increase the number of medical students in Canada through a program
developed by the Black Physicians Association of Ontario (2017). Since the program was
implemented in 2015, 26 ACB students have been accepted into medical programs across the
country, signifying a potential shift in the demographics of ACB physicians in Canada in the
future. This may impact health equity since ACB people are more likely to receive better care
from physicians of the same race (Cuevas et al., 2016).
Westernized Emphasis on Biomedical Care
Even with an increase in ACB physicians and the absence of overt discrimination in the
healthcare system, ACB people may still experience challenges to access. Healthcare typically
centres on scientific knowledge, via the biomedical model, over a person's experiential
knowledge (Sword, 1998). The biomedical model relies upon simplistic explanations of
biological pathology which must be remedied by medical action (Engel, 2012). Prevention under
this model also uses oversimplified ideations of ‘bad' and ‘good' behaviours.
In the biomedical model, ‘bad' or unhealthy behaviours are a symptom of moral failure,
and little attention is paid to their systemic causes. Thus, healthcare delivered under this model
remains focused on individual-level determinants of health (Sword, 1998). Evidence suggests
that biomedical care remains a barrier for marginalized populations for a variety of reasons,
including distrust in the way biomedical and Westernized care is delivered (Asgary & Segar,
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2011). This is particularly the case where populations have a history of colonization (Durey &
Thompson, 2012; Gamble, 1997).
Science and therefore, biomedical care, is yet another institution in which systems of
domination reproduce and uphold their knowledge as superior. For instance, body mass index
(BMI), once thought to be a reliable indicator of health outcomes, frequently mischaracterizes
healthy ACB people as unhealthy by wrongly labelling them as overweight or obese
(Katzmarzyk et al., 2010). The tools used to determine health are not designed for non-White
populations, furthering marginalization. Marginalized populations, including ACB people,
increasingly want and need more culturally caring ways of receiving medical care (Durey &
Thompson, 2012; Hyman, 2009).
Culturally Competent Care
Unfortunately, it is difficult to identify the challenges of race and racism on healthcare
access when race goes unacknowledged. Thus, the place of ‘race' in primary care needs to be
further examined and problematized. Physicians’ implicit biases are well-documented, and it has
implications on how they administer care (Cuevas et al., 2016; van Ryn et al., 2001). Physicians
often use a ‘colour-blind' approach when delivering healthcare. In this approach, physicians aim
to neither see sociocultural differences nor apply generalizations to their patients (Beagan &
Kumas-Tan, 2009).
While well intentioned, the lack of recognition of the challenges patients face in
accessing care, either physically, financially or otherwise, can lead to ‘a denial of the role that
racism and cultural variation play in shaping differential patterns of help seeking and access to
treatment’ (Beagan & Kumas-Tan, 2009). Furthermore, obscuring these effects impacts ‘the
experience and outcome of these processes’ (Beagan & Kumas-Tan, 2009). In striving to
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overlook racial, ethnic, and other differences, physicians fail to acknowledge the experiences of
their patients, which have been impacted by oppression and power, historically and
contemporarily.
The importance of addressing the specific needs of marginalized populations in medicine
praxis first emerged as cultural sensitivity in the 1960s. Later this evolved into cultural
competence although the premise remained largely the same (Chin, 2000). Essentially, cultural
sensitivity aimed to recognize the ‘sociopolitical contexts of poverty, racism, immigration, and
culture’ and the impact that they have had on access to healthcare and the utilization of services
(Chin, 2000). In Towards a Culturally Competent System of Care, Bazmn et al. (1989), outlined
the five goals of cultural competency: 1) value diversity; 2) have the capacity for culturalassessment; 3) be conscious of the dynamics inherent when cultures interact; 4) have
institutionalized cultural knowledge; and 5) have developed adaptations to diversity.
Competent care is essential at all points of delivery within the healthcare system (Bazmn,
Dennis, Isaacs, & Benjamin, 1989), but the initial point of contact between patient and family
physicians is especially significant because it sets the tone for the rest of the patient’s journey
through the care continuum (Martin, 2017).
The Importance of Healthcare Providers
Healthcare providers (physicians, nurse practitioners, and nurses) are the point of entry to
the healthcare system. Providers deliver a critical service that cannot be achieved elsewhere and
hold tremendous power over the health and wellbeing of their patients (Crooks, Agarwal, &
Harrison, 2012). In addition to acting as gatekeepers to specialist services, healthcare providers
ensure continuity of care and access to prevention efforts (Crooks, Agarwal, & Harrison, 2012;
Nabalamba & Millar, 2000).
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In particular, family physicians serve as anchors for patients within the larger system.
Martin (2017) asserts that primary care physicians serve as a ‘connecting point for the entirety of
a person’s journey through the healthcare system’ and have the ability to utilize community
resources to care for the community they serve properly. Physicians play an important role in
patient monitoring, prevention, and screening efforts (p. 55).
Furthermore, Martin argues that the relationship-based care family physicians practice
has the potential to reduce patients’ interactions with the healthcare system and improves quality
of care. Thus, the nature of ACB people’s relationship with their physicians must be queried.
Research has suggested that the relationship ACB people have with their physicians is negatively
impacted by medical mistrust, poor communication, and racial discordance, where patients and
physicians are different races (Jacobs et al., 2005).
Commodification of the Healthcare System
Many healthcare providers want to improve their patients’ access to care, but this is often
made difficult by competing priorities and the models used to administer care (Durey &
Thompson, 2012). The traditional fee-for-service model inadvertently encourages shorter clinical
interactions because physicians must bill for each service that they provide, emphasizing tests
and shorter appointments (Linzer, 2015). Due to these constraints, it may be difficult to spend the
time and resources necessary to develop good relationships with their patients and address the
complex challenges of their patients’ care (Linzer, 2015). Short clinical interactions also make it
more likely that physicians will draw upon harmful stereotypes when administering care,
because physicians may rely on them in an effort to be more efficient (Chapman, Kaatz, &
Carnes, 2013). In Ontario, alternate models of care, such as comprehensive care have been
suggested as a solution to short, fee-based appointments but little research has been conducted to
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show its effectiveness (Hutchison & Glazier, 2013). Furthermore, there has been no focus on the
impact these models of care have had on the ACB population.
Setting
Waterloo Region is situated 100 kilometres southwest of Toronto, Canada’s largest city
(University of Waterloo, 2016). The region is comprised of the cities of Kitchener, Waterloo, and
Cambridge as well as the townships of Wilmot, Woolwich, Wellesley, and North Dumfries.
Waterloo region is located on the traditional land of the Neutral, Anishinaabe, and
Haudenosaunee peoples (Six Nations Land and Resources, 2008).
Waterloo Region is home to an increasingly diverse population, and 25% of residents are
foreign-born. Nearly 10,000 of those residents identify as African, Caribbean, or Black, an
ethnically and culturally diverse population, who can trace their ancestry to the continent of
Africa (Maticka-Tyndale, Kerr, Mihan, Mungwete & ACBY Team, 2016). Waterloo Region has a
thriving tech sector and two universities, which attracts ACB residents to the region.
Method
This study draws from data collected for the Adinkrahene: Improving Access to HIV
Services for African, Caribbean and Black People in Waterloo Region study (The Adinkrahene
Study). The Adinkrahene project aimed to explore access to healthcare services, with an
emphasis on people living with HIV/AIDS. This project was a community-university partnership
conducted with the AIDS Committee of Cambridge, Kitchener, Waterloo and Area (ACCKWA).
The Adinkrahene project’s objective was to understand the perspectives of ACB people
on HIV intervention. The project also aimed to work with community organizations to identify
areas of intervention for HIV prevention in Waterloo Region. The intended use of the findings
elucidated from the Adinkrahene project will be used to meet ACCKWA's research goals and
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inform future programming. The goal of this article differed slightly from the Adinkrahene
projects' goals, as it inquired specifically on access to healthcare for ACB people living in
Waterloo Region. In this article, the impact of race and racism on access to healthcare will be
examined, and the experiences of ACB patients accessing healthcare will be explored.
Approach
A community-engaged research (CEnR) approach was used to inform the design and
implementation of the Adinkrahene Project (Michener et al. 2012). CEnR centres the role of
community partnerships in the creation of knowledge. The way research is conducted in a CEnR
project emphasizes community empowerment and doing research that benefits the community
(Michener et al., 2012). Ultimately, the goal of a CEnR is to benefit the community, conduct
useful and ethical research and ensure findings are owned and delivered back to the community
(Michener et al., 2012).
Because CEnR focuses heavily on community perspectives, a qualitative research design
is appropriate (Feilzer, 2010). Qualitative research is often situated within a constructivist
paradigm, which explores the subjective reality of participants' lives. The chosen method, focus
groups, is appropriate for both exploring and understanding participants' perspectives and
making recommendations (Greenslade et al., 2010; Thomas et al., 2014). Focus groups provide
space to delve into the perceptions of ACB people accessing the healthcare system. Moreover,
focus groups are an interactive way of collecting and provides depth and richness through
participants’ interactions with each other and facilitators. The exploratory nature of the
Adinkrahene project’s research objectives further merits the use of this method (Thomas et al.,
2014).
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Question guides for the focus groups were developed in partnership with ACCKWA.
Semi-structured questions were utilized to understand participants' perceptions of access to
healthcare and their relationships with healthcare providers. Barriers and facilitators to accessing
healthcare were also queried.
To lead the discussion about experiences in healthcare, participants were asked questions
such as: ‘How would you describe your relationship with your doctor? Are you satisfied?’ and
‘Do you feel your race or culture has impacted the treatment you received from a healthcare
professional?’
Procedure
Participants were recruited through convenience sampling (Farrokhi & MahmoudiHamidabad, 2012). A variety of outreach methods were used in recruitment, including media
advertising, social media, meetings with prominent ACB community and religious organizations,
in-person recruitment at community events targeted for ACB people, and public locations such
as the Kitchener Public Market, and lastly, recruitment posters. Locations for poster and inperson recruitment were chosen based on the researcher's knowledge of these locations as places
frequented by ACB people.
Participants became engaged with the Adinkrahene Project in two ways: they
encountered a recruitment poster, which encouraged them to e-mail the project team or contact
them through their social media accounts, or they were recruited in-person. For in-person
recruitment, potential participants who looked over the age of 16, were approached by the author
and/or members of the research team. Participants were provided with a brief run-through of the
project and were asked to provide their contact information if interested. Those who provided
contact information received a call from the author within 48 hours.
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All prospective participants were screened by phone prior to attending focus groups to
ensure they met the inclusion criteria (identified as ACB, lived in Waterloo Region, and were
over 16 years of age). They were then assigned to a focus group based on their availability.
Focus groups were held at the Centre for Community Learning and Action (CCRLA) on Wilfrid
Laurier University’s (WLU) campus or at the Kitchener Public Library.
Focus groups were conducted by either the principal investigator (PI) of the larger study
or the author. To ensure consistency, the author shadowed the PI for the first two focus groups
and led other three focus groups with the help of an undergraduate research assistant. One focus
group (focus group four) was conducted by the PI and the executive director of ACCKWA. All
facilitators identified as ACB.
Prior to starting the focus groups, participants signed an informed consent form.
Respondents also filled out a demographic survey, which took approximately 10 minutes to
complete. Because of the sensitive nature of the project’s inquiry, all participants signed a
confidentiality form before data collection. Unless declined, participants received $40 Canadian
in cash for remuneration. Focus groups were recorded and transcribed, lasting between 66 to 115
minutes. All study procedures were reviewed and approved by the WLU Research and Ethics
Board.
Participants
Five focus groups were held with 22 African, Caribbean, and Black residents, who
ranged in age from 18 to 78 years old. Participants all resided in the three cities located in
Waterloo Region; thirteen lived in Kitchener, seven in Waterloo, and two in Cambridge.
Fourteen participants (64%) identified as female. Due to time constraints, participants were
assigned to focus groups based on availability and not age, ethnicity, or gender. Focus groups
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ranged in size from three to six participants per group. Further explication of the participant
demographics can be found in Fante-Coleman (2018).
Analysis
Focus group data was transcribed by an undergraduate student and transferred to Nvivo
12. Data were analyzed using thematic analysis (Braun & Clarke, 2006). Briefly, data were
reviewed using a six-step process and coded for themes that were frequently mentioned by
participants. Themes were refined until the organization of data was clear, concise, and simple.
Data were assessed for relevance to the overall project goals, research questions, and relevancy
to extant literature. Themes were considered appropriate for analysis if they appeared in three out
of five focus groups and had a minimum of 10 references. A codebook was created to categorize
and manage the data with the larger Adinkrahene project research team. Codes were evaluated
after each focus group (five in total). More in-depth detail of the analysis of focus group data can
be found in Fante-Coleman (2018).
Results
I present below findings relevant to this article’s research questions about the barriers
and facilitators to accessing care. Participants described both barriers and facilitators to seeking
care at the interpersonal level. For this article, interpersonal barriers and facilitators are described
as interactions at the individual level between patients and healthcare personnel. Most of the
themes that arose concerned interactions between physicians and patients. However, respondents
also mentioned that interactions with physician-adjacent personnel, namely receptionists and
nurses working in family physician practices also impacted their access to care.
Data that spoke to barriers at the interpersonal level reflected the following themes:
‘Physicians’ Style of Care,’ ‘Lack of Culturally Competent Care,’ and ‘Racism and
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Discrimination.’ Within the theme ‘Lack of Culturally Competent Care’ there were three
subthemes: ‘Westernized Focus/Biomedical Care,’ ‘Care That Lacks Context,’ and ‘Failing to
Address ACB Specific Health Concerns.’ ‘Racism and Discrimination’ also had two subthemes:
‘Dismissal and Covert Racism’ and “Overt forms of Racism from Healthcare Professionals.’
Two facilitators were identified: ‘Having an ACB Family Physician’ and ‘Having a
Good Relationship with Family Doctors.’
Interpersonal
Level

Facilitators to
Access

Barriers to Access

Physicians’ Style
of Care

Lack of Culturally
Competent Care

Westernized
Focus

Care that Lacks
Context

Racism and
Discrimination

Failing to Address
ACB Concerns

Dismissal and
Covert Racism

Overt Racism

Having an ACB
Family doctor

Having a Good
Relationship with
Family Doctor

Figure 1. Barriers and facilitators to access at the interpersonal level for ACB patients.
Interpersonal Barriers to Seeking Care
Participants described numerous interpersonal barriers to seeking care at the interpersonal
level. The most common barriers named by participants were: physicians' style of care, a lack of
culturally competent care, and racism and discrimination from healthcare practitioners.
Physicians’ Style of Care. Many participants mentioned displeasure at the clinical and
biomedical approach physicians took. Respondents felt that physicians did not spend enough
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time with patients and that appointments were 'short, authoritarian, and sometimes dismissive'
(FG2). Participants also described appointments 'very critical and not inviting' (FG2).
Participants were particularly frustrated with the short, clinical nature of appointments
because it compounded feelings of being unheard by medical professionals. One participant in
the third focus group summarized her feelings this way:
I think that they don’t spend enough time with patients. Once I took my son to the doctor, the
doctor didn’t walk in the door. He just saw the rash on his face and just assumed that’s why we
were there…She didn’t even sit down to hear us out [FG3].

In this case, the doctor had not yet examined the patient or asked their guardian preliminary
questions as to why they had scheduled an appointment, assuming as to why the patient and their
parent was there. Though not all participants described interactions as short as the one described
above, many participants noted that the short interactions made them hesitant to seek care. A
participant in the fourth focus group described it this way:
Yeah, to go to the doctor. You have to kind of convince yourself to go. I try not to go unless I
really should…. [I have to] brace myself for having to deal with the stuff initially when you walk
in and you’re talking to someone and you know they are not really listening to you. They want to
give you a diagnosis and solution of something that’s not really wrong with you [FG4].

Many participants felt that the imbalance in power between physician and patient
contributed to the feeling of not being heard, believing that physicians know that patients 'need
them' and that there would be 'nowhere to’ go if participants were not satisfied with the care they
received [FG2].
Participants were also displeased at what they perceived to be the commodification of the
physician-patient relationship, meaning shorter clinical interactions and a focus on the monetary
value of appointment, and some hypothesized that this was the cause for short clinical
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interactions. Participants felt that they could not get multiple concerns addressed at once when
seeing their family physician and that there were significant demands on their time to book
further appointments to have all their concerns heard. The same participant who had taken their
son to see a physician above continues:
Yes, [the doctor] says, 'I can't discuss this right now. You need to get another appointment for
that.' So, you can’t discuss anything with the doctor. They just want you to get to the point, and
before you know it, you’re out...Communication is really important, they don’t allow you to
really explain how you feel. They just assume, okay you said that you had a headache right and
they give you the prescription and you are out of there. They are always, always in a hurry [FG4].

Lack of Culturally Competent Care. Related to the short, clinical nature of physicianpatient interactions was the feeling that doctors lacked cultural awareness related to the concerns
of ACB people. Specifically, respondents disliked the Westernized focus of biomedical
healthcare and felt that the health concerns that were specific to the ACB population were
overlooked. Furthermore, participants felt that physicians failed to account for the contextual
facets of their lives and their impact on health, which led to a failure to address their concerns.
Westernized focus/biomedical care. Participants felt that the medical system and the way
it was administered was not inclusive. Instead, they sensed that the advice given was not
cognizant of the cultural needs of patients. Perceptions of othering, and ignorance of the ways
different bodies inhabited space was also of concern. Participants felt that the standard models
used to determine health, particularly body mass index (BMI) (Katzmarzyk et al., 2011) were not
designed for bodies that did not meet eurocentric standards:
What engages me or dissuades me, is whether or not I get treated as a normal body...I've received
a finger wagging about my BMI at my thinnest as well at my heaviest in my life. And at my
thinnest, I said to my doctor: have you not noticed that I have all muscle going on here? Have you
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ever noticed that Black people have a different muscle make up than White people? And maybe
you need to take that into account [FG4].

This participant was neither encouraged or discouraged by the way their body was treated by the
medical community. Other participants felt that the way information was conveyed to them about
their bodies suggested that they were anomalies or 'not normal' [FG4]. This was particularly true
for the size and shape of ACB bodies. Participants recounted experiences of physicians
mistaking the normal shape of ACB women's lower bodies for scoliosis and neglecting to
understand that ACB women are susceptible to fibroids [FG5]. Poor understanding of ACB
people was echoed across all of the focus groups. Some participants attributed this to what was
(or was not) taught in medical schools.
I feel like they sometimes don’t understand us as Black people...Sometimes they have gone to
school, and they’ve learned this…They don’t know exactly how each race, or each people are
different from the other... They do not understand us as much as they should. And treat us the
way that, at least have a different treatment than what everyone is having. That’s how I feel
[FG5].

Other participants reiterated the sentiment that medical training did not account for the
differences among populations, believing that physicians were 'poorly trained' in areas
concerning ACB people and their cultural needs [FG4].
Care that lacks context. Related to the eurocentric focus of medical care, participants felt
that physicians were rarely able to address the broader social causes that affected them.
Participants believed strongly that the care they received did not account for their whole being.
Furthermore, it failed to focus on the underlying causes of their ailments, such as racism and
generational trauma. Some participants felt that physicians, particularly White physicians, ‘don't

83
ACCESS TO THE HEALTHCARE SYSTEM FOR ACB PEOPLE
realize the stuff going on in our communities.’ A participant from the fourth focus group
explains:
Yeah, because you want to go and discuss stresses. You want to discuss family issues. You want
to discuss maybe historical stuff that made you stressed at some point. And you are talking to
somebody who has not the slightest idea. Like it doesn’t matter how deep you go, they will never
[understand] [FG4].

This participant lamented the fact that physicians are unable to understand the perspective of
their ACB patients. Another participant echoes that point, stating:
The problem is that a lot of these like Western-trained doctors and practitioners, they're trained to
individualize health. But when you are talking about mental health, you are talking about
intergenerational trauma like in Black communities. And so, if you don't even know what that
concept is, how are you going to [treat ACB patients] [FG4]?

The lack of focus on the intergenerational trauma, and the inability to relate to patients
and their social world led to feelings of frustration and alienated participants from the healthcare
system. Participants worried that the focus on Eurocentric care presented another barrier to a
system that is already difficult to access by ACB people:
I worry about already there’s so many like structural barriers to experiencing wellbeing right… I
worry about people getting shut down and shut out of our system as it exists and not getting what
they need to just like maintain a minimum standard of health…So healthcare providers who think
that all the healthcare issues that do affect our communities are a result of our behaviour as
opposed to all of the racism we’re experiencing [FG4].
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Failing to address ACB-specific health concerns. Generally, participants felt that the
way medical care was developed and taught did not account for their bodies and the health
concerns that were specific to ACB people:
...Just basic knowledge around our communities, right? Understanding like: why don’t
[physicians] and nurses understand that things like breast cancer look different for Black women
because of differences in certain genes. When it comes to breast cancer, you have to screen
differently for Black women than you do for other women. Why don’t they know about sickle
cell? And that people who carry the trait have medical issues as well as people who have the full
blown [sickle cell] disease? Why don’t they understand that heart attacks present differently in
Black people [FG4]?

Other participants reiterated this concern and believed strongly that physicians needed to
be more knowledgeable about the needs of the ACB patients, stating, 'medical bodies need to do
a better job...being educated about our health issues…They need to be aware' [FG2].
Respondents were frustrated by the lack of attention paid to the healthcare needs of the
ACB community and reiterated that they felt that the system was purposefully designed to
marginalize ACB people. One participant pointed out that the lack of collection of race-based
data concerning the health outcomes of ACB people was one way that the healthcare system
failed ACB residents:
It literally sounds like sometimes the healthcare that is extended to Black people here is really
similar to the healthcare that you would find in an undeveloped country. Because the things that
you are talking about that are not monitored, they are monitored in a country that doesn’t have the
same [resources] [FG4].

The participant elaborated:
It gives you the feeling that things are happening deliberately. Not by accident, it’s very
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deliberate. The idea that Black bodies should not be cared for. [We] do not feel pain…so many
things that we don’t apparently feel… [We] never get the attention that is required [FG4].

Another participant in the same focus group lamented the lack of data concerning healthcare
outcomes specific to the ACB population (also known as race-based data) and cited it as a barrier
to receiving proper care, specifically concerning Black maternal health:
Something that I think about immediately when I think about Black women is because we don't
collect this kind of information in Canada, I worry about Black women and traumatic
childbirth…I just know of so many stories, as well as my own, of there being far more distress
and perhaps a full-blown medical emergency in childbirth because of not receiving the same care
[FG4].

However, not all participants believed that physicians were providing Eurocentric care,
feeling that things were improving with time, highlighting some disagreement:
I think these days, things are becoming very inclusive. So, when we go to the doctor you know, in
my opinion, my experience, I don’t think they see us any different right because they are trained
for all of these things [FG3].

Racism and Discrimination. Participants often described instances of racism and
discrimination that ranged from covert, in the form of dismissal, to occurrences of overt
discrimination and stereotyping.
Dismissal and covert racism. In addition to a Eurocentric focus on care, and a dearth of
focus on the health issues that concerned ACB people specifically, respondents also reported
being frequently dismissed and distrusted by physicians. Respondents described some
interactions with physicians as 'a little dismissive' and that there was 'an assumption of ignorance
on our part' [FG2]. Dismissal often occurred in instances where there was ambiguity. For
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instance, respondents often described being dismissed when they were seeking treatment for
pain, which is self-reported and cannot be measured:
I went to the clinic because I kept getting migraines for two months. I had my hair in a bun
because I was working in an office and we had to dress business casual. And [the doctor] is just
like, 'maybe it’s because your bun’s too tight?'… So, I [thought] your degree is pointless, you are
not helping me. He literally said, ’it's probably because your hair is too tight'… [FG3].

Troublingly, this occurred even in instances where the pain signalled a condition that was
potentially life-threatening. One participant reported that she had been dismissed by a nurse for
pain in her leg when in actuality she was suffering from a blood clot:
Can I just say, my leg is swollen, right? [The nurse] would think otherwise. She will start asking
me, 'did you hit yourself anywhere?' But I didn’t tell you that I hit myself... my foot is swollen...I
had a blood clot, it had split twice yet she kept on asking me stupid questions, 'what kind of job
do you do?' I’m like 'really? Why?' [FG3].

Respondents were often accused exaggerating or causing their pain. Extensive research
has been conducted on physicians' perceptions of pain in ACB people, finding that regardless of
pain severity ACB people were far less likely to be prescribed medication for their pain in
comparison to White patients (Burgess et al., 2008; Pletcher et al., 2008). This was largely
attributed to stereotypes that physicians held about the propensity for ACB people to misuse pain
medication. Participants detailed similar experiences. Some were accused of drug-seeking by the
physicians treating them. One respondent recounted that a physician once asked if she abused
drugs when she was asking for pain relief:
Black people have to suffer. They have to live with pain unless and until its proven from an x-ray
or from blood work, you won't get painkillers. You will just go with Tylenol, Advil and that's it.
If you ask for anything stronger, [doctors] will just say, 'do you use? You will be addicted' [FG3].
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Some participants attributed the dismissal of their pain as another facet of the inherent
anti-blackness present in the healthcare system. Respondents believed that physicians and
healthcare providers needed to 'see them suffer' before they would take their pain seriously. One
participant from the third focus group explains:
They think for Black people, you cannot be seriously ill with what you are saying you are
suffering from. It can’t happen that way. They have to think something is wrong with you. You
get less care or attention because you are Black, and you have to be there to advocate for yourself
[FG3].

Overt forms of racism from healthcare professionals. In addition to the previously
described forms of covert racism, participants reported instances of negative stereotyping from
healthcare providers. These occurrences ranged from covert to extremely overt. For example, a
participant from the first focus group was told ‘your people suck up the system and waste the
taxpayers’ money, referring to me being Black' [FG1]. Though that was an obvious example of
anti-Black racism, there were far more examples of stereotyping. One participant describes her
experience:
I will say I think as far as the emergency room goes...they're one of the worst places to go. I think
they're just overworked, and because of the amount of people that they see, they start to
stereotype. Not even just like being Black or being on assistance or being a single parent o’ I'm a
minority in multiple ways, and I don't...I [have] never had a good experience in the emergency
room, because they look at me not as a person, but as a number or somebody they've had a bad
experience with in the past [FG1].

Other participants had numerous examples of stereotyping, ranging from physicians believing
that babies born to African mothers in Canada had Ebola, to participants being treated poorly due
to their accent. Stereotyping was a barrier to wanting to seek care:
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Most immigrants that I know don’t bother going to the doctor. Because you open your mouth,
you are already branded. [Your] accent gives you away as somebody who is not really vested in
the Canadian healthcare system so it’s…super, super difficult [FG4].

Beyond not wanting to seek care, stereotypes from medical professionals can have severe
consequences for ACB people, especially if they lead healthcare providers to assume neglect or
criminality.
I had a nurse call family and children’s services on me...In her report, she said that I was really
needy, I was rude and annoying. [The report said] I was overly frantic like I was on drugs...I
thought my child was dying on me…I don’t why she said any of that stuff because I just did…
what the emergency worker told me to do. [He said] get your son, because I live in an apartment
building, and go downstairs…He’s only two years old, so he’s attached to heart monitors, so I’m
traumatized by this, and I go home to find out that I get a report. So, I mean, situations like that, I
mean you know. I did everything in my power to do the right thing, and you hated me for no
reason [FG1].

Interpersonal Facilitators to Seeking Care
Participants mentioned two factors that positively affected their ability to access care at
the physician-patient interactions level. Having an ACB family physician and having a good
relationship with their family doctor.
Having an ACB Family Physician. Having an ACB family physician was discussed
numerous times across focus groups. Generally, participants felt that having an ACB family
physician would increase access to care because physicians would be able to understand and
empathize with their patients in a way that physicians who are not ACB are unable to.
Participants pointed to reasons such as shared lived experience, a greater knowledge of their
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cultures, and intrinsic knowledge of ACB bodies. In the first focus group, one participant stated,
'I think we do need doctors of our own colour, so they would understand us more' [FG1].
Participants imagined what their care would be like with an ACB physician, asking 'what
would it mean to have access to either Black doctors or doctors who have an understanding of
you know Black bodies and various Black cultures?' [FG4]. Other participants felt that they
would be afforded greater attention from ACB family physicians than White physicians, feeling
from past experiences that their interactions with White physicians have been 'in general, more
disrespectful' [FG2].
One participant who had an ACB family physician was very happy with the care she
received:
I was just lucky to have a Black doctor twice…So when I go to my doctor, I can sit with my
doctor, and he never rushes me. That is one of the [things] I like when I go there because he
listens to you, he takes the time to understand your situation. And if my doctor doesn’t know
what is wrong with me, he refers me, and he tries to eliminate anything that he can’t figure out
himself. So, he’ll send me for tests, send me for x-rays, and all the necessary tests that are needed
until he can give me the proper care [FG3].

Participants prioritized the kind of care they would receive from ACB physicians, feeling
that Eurocentric care, even from ACB physicians was not what they believed constituted the best
care:
I think my doctor is standard. She’s actually a Black doctor, but I think it’s good to see her
because I’m sure, sadly, Black residents and doctors are underrepresented in the medical
profession in Canada. But I think…she gives me conventional healthcare, so you know, before I
go to her I will try to read up on whatever issue I have because I know her procedure will be the
default one and I don’t maybe always want to use it. So, I don’t think I am dissatisfied with it, but
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I also don’t think I am glowingly satisfied...but that’s mainly because it's just the conventional,
Western medical care [FG1].

Having a Good Relationship with Family Doctors. Respondents felt that having a good
relationship with their family physician was also an important factor in having good access to
care:
I would much rather have a rapport with my doctor like the doctor should be somebody that you
walk in and you're like okay, ‘I did this, I need you to tell me what's going to happen to me.' You
should feel that comfortable with your doctor [FG1].

Other participants purposefully attempt to cultivate a relationship with their physicians
outside of the traditional areas of medical practice in order to ensure that they continue to receive
the care that they are accustomed to:
A husband and wife practice team opened up near our home, and we got on that list as quickly as
we could, and they have been our doctors for probably a close, maybe 20 years, and so we
definitely manage that relationship very carefully...We have three kids, so we are very satisfied
with the care, but we are also…not unaware of that this is not typical. So, we do maintain that
relationship in many ways, we try to make contact with them socially and stuff like that as well,
not just through…medical care, making sure that it's there. And through them, we have access to
a network of doctors [FG2].

Respondents felt that having a 'good' relationship with their family physician consisted of
having a rapport with physicians where they would offer treatment options and advice as
opposed an authoritative relationship where few options were offered to patients.
Understandably, participants also wanted physicians who 'were more concerned about my health
they didn't see my skin color as a barrier, they didn't see my race or my background as a barrier'
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[FG1]. Many participants said that they had better relationships with physicians who were
younger for myriad reasons including the type of advice they give:
My new doctor seems great. She's younger so as far as my last doctor [he] was a little older too.
So as far as even some of the things like that or the advice [FG1].

Participants also felt that younger physicians were more likely to ask for their input on the care
they receive:
You know the younger doctors, she kinda still wanted me to have that right, which was nice
because sometimes healthcare professionals go way over top and they just act like they’re Jesus
and ‘this is this, this is that, go you’re fine, get out’ [FG1].

Discussion
Findings from five focus groups elucidated the barriers and facilitators to accessing
adequate healthcare at the interpersonal level. Focus group discussion revolved around four key
themes related to barriers, specifically, physicians’ style of care, a lack of culturally competent
care, the dismissal of symptoms and concerns, and lastly, overt racism. For facilitators,
participants mentioned that having a good relationship with their family doctor and having an
ACB family doctor were facilitators to accessing healthcare that met their needs. These findings
provide insight into the aspects of care that participants believe hinder their access to care and
why good physician-patient relationships are paramount to adequate care. Furthermore, results
highlight how the experience of barriers to care are interrelated and amplify each other to affect
patients’ perceptions of accessing care.
Physicians’ Style of Care
Participants often expressed dissatisfaction with the way physicians approached their
medical care. Specifically, participants felt that appointments with their physicians were formal,
uninviting, and short. These short interactions often led to participants feeling that their concerns
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were not being addressed. In addition, there was a strong sense among participants that there was
a power differential between physicians' and patients. This power differential was present in their
interactions and often compounded their feelings of not being heard. Because they anticipated
that their concerns would be overlooked, participants described needing to ‘convince’ themselves
to seek care.
These findings are consistent with those of other qualitative studies concerning AfricanAmericans. Cuevas et al. (2016) and Asgary and Segar (2011) found that feelings of being
unheard and short clinical interactions can lead to feelings of mistrust in patients, impacting
treatment adherence and care seeking-behaviour. Given the established relationship between
accessing physicians, preventative care, and improved health outcomes (Poole et al., 2010;
Thanh & Rapoport, 2016), these findings are concerning.
Short appointments compounded feelings of miscommunication between patients and
physicians. Participants felt that shorter appointments were related to the increasing
commodification of the healthcare system. Respondents described having to book multiple
appointments to have all their concerns addressed, which was a significant strain on their time.
The short clinical appointments that focused on one ‘issue’ that participants experienced
may be related to the model of healthcare their physicians used to administer care. For instance,
the traditional fee-for-service model encourages billing OHIP for each interaction a patient has
with their physician, which subtly encourages shorter and more frequent appointments (Linzer,
2015). This is related to neoliberalism and healthcare in that physicians are motivated by
monetary gain over time spent with patients, likely due to the constraints placed on them by a
lack of government funding (Whiteside, 2009).
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As an aside, it should be noted that in an earlier paper, the use of another model of
healthcare, the comprehensive care model, was also identified as a barrier to access for ACB
patients (Fante-Coleman, 2018). The author speculates that it is possible that neither of these
models provides equitable access to care for ACB people. This is of concern because they are the
most commonly used in Ontario (Hutchison & Glazier, 2013). In that paper, a potential solution
was the model utilized by community healthcare centres, which is more interdisciplinary and
uses a more holistic approach to health by employing nutritionists and social workers in addition
to physicians and nurses. The community health centre model has been supported by other
research as a more appropriate way of administering care to marginalized populations (Khandor
et al., 2011). Participants were not queried on their preferred model of care or their experiences
with certain models of care in this study, which should be a topic of further inquiry.
Lack of Culturally Competent Care
Shorter clinical appointments may cause physicians to rely on stereotypes, impacting
their practice and increasing the likelihood that ACB people will receive poorer care (Began &
Kumas-Tan, 2009; Cuevas et al., 2016). A lack of culturally competent care was a frequent
complaint of participants, who identified three key aspects of concern: A westernized focus on
care, care that did not address the context of participants’ lives, and a dearth of attention on the
health issues that particularly impacted ACB people.
Westernized focus in healthcare. Participants described a lack of inclusiveness in the
healthcare system as a barrier to care. There was a general feeling that physicians did not
understand that ACB people's bodies did not fit into the narrow Eurocentric conception of what
constitutes health. This led to participants feeling that physicians considered their bodies to be
abnormal. Standardized measures used to determine health such as BMI, were not designed for
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diverse bodies and thus, cannot accurately determine their health status (Katzmarzyk et al.,
2010). BMI neglects to include the diversity of body size in relation to health and relies upon
westernized conceptions (Katzmarzyk et al., 2010). When these measures are used as tools to
determine health, bodies that do not meet these standards are implicitly shamed.
Utilizing BMI, a tool designed to reflect white bodies, to determine whether a person is
healthy suggests that White bodies are ‘right’ bodies. This centres and upholds Eurocentric
knowledge, as outlined by anti-colonial theory (Ruck-Simmons, 2006). Specifically, the way that
the medical care system continues to use and validate flawed metrics of health that further
marginalize ACB people relates to anti-colonial theory’s contention that ‘knowledge’ is
frequently utilized in a racist system to oppress.
These findings also contribute to a CRT lens in problematizing current healthcare by
providing an alternate lens of critique. The responses of participants confirm the ways that
biomedical tools reflect the insidious ways racism ingratiates itself into the healthcare system
(Harris, 2012). This aligned with CRT in that the westernized and eurocentric of care creates and
reproduces ‘knowledge’ that does not apply to ACB bodies. CRT has been used to evaluate the
healthcare system in the US for African-Americans (Graham et al., 2011) and in the Canadian
context for Indigenous patients (Tang & Browne, 2008). The findings of this article extend the
CRT framework to show that structural racism exists in the Canadian healthcare system for ACB
patients.
Care that lacks context. Respondents also felt that physicians were unaware of the
socio-political context of their lives. Thus, the care physicians provided seemed incomplete
because it addressed their physical ailments but did not consider the structural factors that
impacted their health (Beagan & Kumas-Tan, 2009). Furthermore, it reinforced a simplistic
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individualized conception of health, that was often incongruent with the worldview of
participants, elucidating another finding consistent with CRT as it reproduced eurocentric
knowledge and failed to account for the diverse experiences of ACB patients (Pentecostes,
1997). These findings highlight similarities to extant research conducted with other ACB
populations in Toronto, suggesting that the implementation of healthcare has similar effects
regardless of location (Women’s Health in Women’s Hands, 2003). These findings also suggest
that experiences of racism in the healthcare system in Canada are similar to those of insured
African-Americans.
Failing to address ACB-specific health concerns. Lastly, participants felt that
physicians lacked ‘basic knowledge’ of the illnesses that most impacted the ACB community.
Respondents concerns were well-founded, as breast cancer in ACB women is often more
aggressive and is less likely to be found early (Warner, 2015). Overall, there was a general
feeling that physicians were unaware of the specific health needs of ACB people. The dearth of
race-based data specific to ACB people may contribute to the failure of physicians to address the
health priorities of ACB people (Nestel, 2012). This contributed to further distrust of the medical
system in participants (Cuevas et al., 2016). Because of the lack of focus on race and the specific
health concerns of ACB people, some participants expressed concern that their inability to
receive adequate care was a deliberate oversight.
Participant perceptions on this oversight have been echoed by academics (Rodney &
Copeland, 2009). Rodney and Copeland (2009) assert the lack of race-based data in Canadian
healthcare is emblematic of the way Canada utilizes race and ‘multiculturalism' to market its
tolerance, while simultaneously obscuring the health inequities present in racialized Canadians.
In the US, national health agencies utilize disaggregated data to identify inequities and address

96
ACCESS TO THE HEALTHCARE SYSTEM FOR ACB PEOPLE
inequities, for instance, the Centers for Disease Control and Prevention, monitor and track the
maternal health of African-American to identify health inequalities (Centre for Reproductive
Rights, 2014).
Previous research has explored Canadian patients’ perceptions of collecting race-based
data, showing that Canadians had mixed opinions (Kirst, Shankardass, Bomze, Lofters &
Quinonez, 2013). In that study, some participants, from a sample that was both racialized and
non-racialized, were unsure of the necessity of collecting race-based data for identifying health
inequities and had concerns about privacy. The present study did not ask participants their
opinions on collecting race-based data. However, some participants cited it as a barrier to
accessing equitable care. Future research should focus specifically on the perceptions of ACB
people in collecting data in the Canadian context.
The failure to explore the specific health needs of ACB people is a reproduction of
structural inequalities. Anti-colonial theory asserts that knowledge and meaning-making or the
lack thereof is relevant to inherent racism within the healthcare system (Czyzewski, 2011). The
way that the creation of knowledge was used to harm ACB people in the past (in the form of
unethical medical experiments), and the purposeful lack of data concerning ACB people in the
present, are both reflections of colonialism’s presence in the Canadian healthcare system. In the
past, medical professionals did not hesitate to use ACB people to create knowledge that would
benefit the White population (Gamble, 1997). In the present, knowledge is necessary to create
action towards health equity (Rodney & Copeland, 2009).
The intentional aggregation of health data allows the government and its associated
ministries to absolve themselves of taking the requisite steps to improve health outcomes. Data is
needed to identify and address the health inequities of the ACB population, and reliance on
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aggregated data that focuses on all racialized Canadians makes it difficult to identify inequities
and target interventions to promote specific improvement in healthcare outcomes (Rodney &
Copeland, 2009). In order to truly combat health inequity, race-based data is imperative.
Dismissal and Covert Racism
Dismissal was a reoccurring theme in focus groups, and respondents described being
treated with distrust by medical professionals. Patients believed that physicians (typically white
physicians) devalued or dismissed their symptoms and concerns. These findings show
similarities to the experiences of African-Americans, for whom dismissal has been identified as a
barrier to healthcare (Anderson, Green, and Payne, 2009). Similar to the findings of Anderson et
al. (2009) and Hoffman et al. (2016), participants reported perceptions that physicians thought
they were over-reacting or exaggerating their pain.
Because pain is subjective, there is ambiguity in determining just how much pain ACB
people experience. This ambiguity allows racism to work in ways that make it difficult to detect.
Aversive racism is a concept that has been used to describe ‘subtle' racism that exists in
individuals who present low explicit bias but harbour implicit racial biases about ACB people
(Penner et al., 2009). Aversive racism has been documented in physicians who treat AfricanAmerican patients (Cuevas et al., 2016; Penner et al., 2009). The impact of provider bias is
important because it is likely that most ACB patients have ‘racially discordant' (where patients
and providers are different races), relationships with providers (Penner et al., 2009). It is possible
that providers are unaware of the way they bring they unconscious biases into their medical
practice (Cuevas et al., 2016).
However, ACB people are more acutely aware of instances of discrimination and more
likely to perceive discrimination when it occurs (Williams & Mohammed, 2008). Regardless of
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intent and its presentation (implicit or explicit), the effects of racism do not differ for patients.
Implicit or aversive racism still has tangible impacts on the health of ACB people and their
ability to adequately access care, as evidenced by the experiences of participants in this study.
The concept of aversive racism in healthcare has links to CRT, as it represents a ‘preservation' of
racism, through transformation (Harris, 2012).
Overt Racism
Participants also described experiences of overt racism. Patients described discrimination
from healthcare professionals in a variety of settings. Participants were assailed with stereotypes
from their family physicians and emergency department personnel. These instances were explicit
examples of racist discrimination. Participants were not seen as individuals but as representations
of negative stereotypes, particularly if they had accents. Research has shown that there is an
association between healthcare utilization and perceived discrimination (Lee, Ayers &
Kronenfeld, 2009).
Furthermore, negative experiences with healthcare professionals overlapped with other
social systems, such as child protective services. Physicians are required to report suspected
instances of abuse. However, physicians who hold racist biases, implicitly and explicitly, can
wield their institutional powers to decide who is ‘guilty’ of abuse. In the US, most patients
referred to child protective services were African-American (Fortin, Kwon & Pierce, 2016).
Similarly, in Canada, ACB people are also overrepresented in child protective services (Ontario
Human Rights Commission, 2018). These systems overlap and reinforce their inherent racism to
further marginalize and oppress ACB people. There is a dearth of evidence on the experiences of
referral to child protective services for ACB people in Canada, and a lack of disaggregated data
on the ACB people in the child protective system, warranting further exploration. This has
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implications for healthcare access because the fear of being reported to child protective services
may prevent parents, who are already wary of medical institutions, from bringing their children
to hospitals.
Facilitators to Access
Having a good relationship with physicians and having an ACB physician were both
identified as facilitators to accessing care for ACB people.
Having a good relationship with family physicians. The relationship between
physicians and patients is the foundation of good family physician practice as they serve the
connecting point to the rest of the healthcare system (Martin, 2017). Participants were cognizant
of this and wanted to ensure that they received the best care possible. Participants described
going to great lengths to maintain the relationships they had with their family physicians because
they believed those relationships impacted their care. A good relationship was described as one
that had a rapport and where physicians inquired about patients' thoughts on treatment plans.
Patient input is highly correlated with better healthcare outcomes, and patients who share control
of their care are more likely to adhere to treatment plans (Cuevas et al., 2016).
Having ACB family physicians. Participants felt that having an ACB family physician
would eliminate some of the barriers they faced in accessing care because they shared lived
experience of racism and would implicitly understand patients’ perspectives (Malat & Van Ryn,
2005). This was yet another similarity ACB patients shared with African-Americans who
preferred same-race physicians, likely due to the negative colonial history of healthcare (Malat &
van Ryn, 2005). Participants who did have ACB family physicians described receiving better
care and generally being more satisfied with their physicians. Research confirms that African-
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American patients do receive better care when they have racially-concordant relationships with
their physicians (Jacobs et al., 2006).
In Ontario, there has been a recent focus on the dearth of ACB physicians, and the lack of
representation in medical schools. Recent grey literature focused on the acceptance of one ACB
medical student to the University of Toronto in a class of 259 (Oriuwa, 2018). A concerted effort
on the part of Black physicians and medical schools have led to an increase in admissions for
ACB medical students, which has presented significant possibilities for greater healthcare access
for ACB patients in Ontario.
Despite these strides, there is a possibility that having an ACB family physician may not
improve access to equitable care if the care provided remains unchanged. In the focus groups,
participants clearly stated that they wanted more culturally competent care. However,
participants have not been queried on what competent care was to them. Future research should
explore the ways ACB people conceptualize competent care, with the intent of designing
strategies for practice.
Culturally Competent Care. The race of their physician did not always matter to
participants, who expressed they had good relationships with physicians who saw beyond their
race and could communicate with them effectively, components of competent care (Jacobs et al.,
2006). Culturally competent care has been proposed as a solution to the healthcare inequities that
ACB people face in accessing the healthcare system. Culturally competent care has been
described as care that values diversity, and that has the ability to perform accurate cultural
assessments, is conscious of power dynamics, encompasses cultural knowledge and has adapted
to the needs of diverse patients. The findings of this article suggest that some ACB people in
Waterloo Region are not receiving culturally competent care. Thus, clinicians who are interested
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in improving the healthcare outcomes of their ACB patients, as all physicians should, would be
remiss to continue providing care that is strictly biomedical and ‘colour-blind.’
Implications
Given the government of Ontario’s focus on health and health equity, information
regarding access to healthcare for marginalized populations is necessary (Ministry of Health and
Long-Term Care, 2018). This article contributes to the small amount of extant literature on ACB
people and access to healthcare in Canada. It aimed to elucidate the barriers and facilitators at the
interpersonal level, examining the relationship between physicians and patients. The results of
this study are significant because they highlight the ways that ACB people are marginalized and
excluded from systemic structures.
These findings have significant implications for healthcare practitioners and medical
policy-makers. The relationship between physicians and patients is the foundation of family
physician practice (Martin, 2017). The results of this study show that ACB patients feel that the
care they receive from physicians is lacking. It is essential that physicians acknowledge that
barriers to access exist and work to eradicate them. The study’s findings emphasize how essential
it is that physicians adopt a form of culturally competent care into their practice. Furthermore,
aspects of healthcare that are taken for granted, such as long wait times, short appointments, and
the use of certain tools to determine health (such as BMI) should be examined with a critical
lens. Lastly, this study highlighted that there is a stated need for disaggregated race-based data
and more ACB physicians to better address health inequities and the specific needs of this
population.
This study also has theoretical implications for the way health inequities are
problematized in the Canadian context. Critical race theory and anti-colonial theory have been
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used to analyze the experiences of African-Americans in the US context (Harris, 2012), and has
explored the experiential tensions and similarities of ACB and Indigenous people in Canada
(Wilson et al., 2015), but they have yet to be used to discuss the experiences of ACB people in
accessing healthcare. In this article, CRT and anti-colonial theory provided a framework to
understand the ways that racism and discrimination were maintained within institutions,
extending it to include the experiences of ACB people.
Limitations
This study expands upon work already completed by Fante-Coleman (2018). Thus, the
methodological limitations remain the same. This investigation draws on data collected for the
Adinkrahene - African, Caribbean and Black Health Study. The study's focus on health may have
affected the engagement of potential participants due to distrust (Gamble, 1997).
Furthermore, this project was conducted in partnership with a local community
organization, the AIDS Committee of Kitchener, Cambridge, Waterloo and Area. This
partnership may have further hindered participation because of stigma concerning HIV/AIDS
(Baidoobonso, Bauer, Speechley & Lawson, 2013).
Convenience sampling was used to recruit participants. There are inherent limitations of
convenience sampling (Farrokhi & Mahmoudi-Hamidabad, 2012). Convenience sampling is
prone to bias because it utilizes a sample that is readily accessible to the researcher as opposed to
one that is representative of the overall population. Steps were taken recruit a diverse cohort of
participants within the ACB diaspora. Recruitment posters were placed at various locations
around Waterloo Region, in-person recruitment was conducted with many community groups,
and the author attended many ACB-focused events.

103
ACCESS TO THE HEALTHCARE SYSTEM FOR ACB PEOPLE
Because of time constraints, focus groups were conducted with both men and womenidentified participants, who varied greatly in age. It is possible that some participants were more
outspoken than others and certain viewpoints dominated discussions (Smithson, 2000). This
would imply that there was a consensus among participants in discussions where there was none.
Facilitation skills, such as redirecting, were employed to encourage equal participation
(Smithson, 2000). Lastly, though gender was recorded during the demographic surveys, gender
was not attributed to each quote to maintain anonymity, because of the relatively small size of
the ACB community in Waterloo Region.
Participants' familiarity with each other may have also hindered participation. Despite
wide-spread recruitment, many participants who were recruited separately knew other
participants in the same focus groups. This is most likely due to how tight-knit the ACB
community is in Waterloo Region, where many people who are active in this community
frequent the same social circles. Participants may have been hesitant to disclose information and
feelings about certain topics due to concerns about confidentiality. In an attempt to alleviate
these challenges, participants were asked to sign confidentiality forms which highlighted the
importance of not sharing personal information. Many candid discussions were had during focus
groups, which suggests that participants were comfortable sharing.
Lastly, because of the community-engaged nature of this work, many participants were
highly engaged members of their community who wanted to see improvements in access to
healthcare. It is possible the views expressed by participants are not representative of all ACB
people living in Waterloo Region.
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Future Directions
The findings of this study highlighted questions that should be addressed in future
studies. Participants were not queried on their preferred model of care or their experiences with
these models. This paper suggests that the type of model utilized by physicians has implications
for access, and so should be explored further.
Though concerns were raised about the lack of race-based data on health outcomes for
ACB people, participants were not directly asked about their opinions on the collection of racebased data, which has received ambivalent results with other populations (Kirst et al., 2013).
Future research should focus specifically on the perceptions of ACB people in collecting racebased data for purposes of monitoring health inequities in the Canadian context.
In the focus groups, participants clearly stated that they wanted more culturally
competent care. However, participants have not been queried on what competent care was to
them. Future research should explore the ways ACB people conceptualize competent care, with
the intent of designing strategies for practice.
Conclusion
In conclusion, short clinical appointments, lack of culturally competent care, and
experiences of discrimination ranging from dismissal to overt racism impacted ACB people’s
ability to access care at the interpersonal level adequately. Two factors were seen to improve
ACB patients’ access to care: having a good relationship with their family physician and having
physicians of the same race. Findings of this research study can be used to inform literature on
ACB people and access to healthcare, ways to reduce racism in the Canadian healthcare system,
and demonstrates the need for more ACB physicians and other physicians of colour.
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Furthermore, this study highlighted areas of concern in clinical practice and potential areas of
focus to improve access to care.
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Appendix A
Focus Group Guide
Hi everyone, my name is ______ and I’d like to welcome and thank you for participating in this
focus group. We will be asking some questions about community health and access to health care
services today. Your responses will help the AIDS Committee of Cambridge Kitchener Waterloo
and Area to better provide services to the ACB community in Waterloo Region, including
partnerships with health care professionals.
Our discussion today will take about 90 minutes and we’ll take some breaks along the way to
stretch our legs. This conversation is informal so please speak freely when answering questions
and feel free to respond to other participants’ comments. If you don’t understand a question,
please let me know. I am here to ask questions, listen, and make sure everyone has a chance to
share.
We do have a limited time together today, so if we start to get off topic I may interrupt you so we
can move forward. Don’t feel bad about it, group conversations often get side tracked since we
all want to share.
We will be tape recording the discussion tonight because we don’t want to miss any of your
comments. No one outside of our research team will have access to the data. No names will be
included in any report and your comments are confidential.
We also request that you make sure personal comments don’t leave the room. I hope you’ll feel
free to speak openly and honestly. We will be providing resources at the end of our discussion.
For any reason if you have to leave please give us a ‘thumbs-up’ if you are ok, and a ‘thumbsdown’ if you would like some assistance.
I am starting the audio recorder now.
1.
2.
3.
4.
5.

So, to begin, why don’t we all introduce ourselves and where we’re all from?
How long have we all lived here in the region?
What area of KW do you live in? What are things you like about the area in which you
live?
What are things you do not like about the area in which you live?
Are things easy to access in your community?
PROMPT For instance, health services, how easy is it to get access to health care?
PROMPT What are some of the challenges you face in accessing health care?

Health Service Questions
6.
Say you want to get information about your health, where or who do you go to?
7.
Overall, tell me about what is important to you for good health. What things do you need in
your life to achieve good health?
8.
When you think about health for the ACB community, what, if anything, are you
concerned about?
PROMPT What about physical health?
9.
How could you and your community be better supported to achieve better health? How
about better health care access?
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Medical Care
10. We talked as little about our concerns in general, now we’re going to ask some questions
about your experiences getting medical care. Let’s all think about when you are sick, and
you need to seek care, where do you go?
11. Are there other places you have heard of where you can access health care support in the
community, that you have not yet used?
12. For those of us who don’t have a family doctor, what do you think prevents you from
accessing a doctor for your health care needs? [Flexible Language for
PCPs/Physicians/Care Providers]
13. Again, for those of us who don’t have a doctor, what can be done to support you and others
in your community who might be in a similar boat to access a family doctor in Waterloo
Region?
14. How do you find a good doctor? What is some good advice on accessing a doctor that
meets our needs?
PROMPT What are some of the specific needs that ACB people might have?
Medical Care (focusing on PCPs)
16.
For those with a doctor, how would you describe your relationship with your doctor? Are
you satisfied? with your doctor? What is your relationship with other health care
provider(s) like?
17.
If you do have a family doctor, how would you describe your willingness to talk to your
doctor about your health needs?
PROMPT What about Mental Health?
PROMPT Sexual Health, specifically STIs/HIV?
18.
How comfortable would you feel talking to your doctor about your sexual health
concerns? What about STI’s? HIV?
PROMPT How comfortable are you discussing difficult subjects with your doctor?
Explain.
19.
How empathetic would you say your doctor is?
20.
Do you feel your doctor, or doctors and health care providers, more generally,
communicate information in a way you understand? Explain (prompt: is there rushing,
talking down, not explaining etc.)
21.
What aspects of going to the doctor do you enjoy the least?
22.
Is there a time where you felt your doctor or health care provider did not understand your
health care needs? [Ask only if necessary]
23.
How often does your family doctor ask for your input in your medical care? Do you
prefer a more authoritarian doctor who tells you what to do or would you like to have
input on your health care? Explain.
24.
Is there a time where you felt your doctor or health care provider did not understand
where you were coming from?
25.
Do you feel your race or culture has impacted the treatment you received from a health
care professional? Explain.
26. Have you or someone you know ever been in distress or pain and felt your healthcare
providers’ response was dismissive, inadequate, etc.?
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27.

Are there things you feel could be done better to meet your health-care needs or that of
your community?

Barriers and Organizational Needs
28. Because this project is being done in partnership with ACCKWA [Define Acronym], we
wanted to know if you and the people in your community knew about the services
ACCKWA offered? Why or why not?
29. Do you think people would access services at ACCKWA [Define Acronym], if they knew
what services the organization offered?
PROMPT If not, what are the barriers?
30. What barriers do you think people face in accessing services from an organization like
ACCKWA?
PROMPT: What about Mental Health organizations?
31. What are the best ways to promote HIV and sexual health services? Could ACCKWA
32. address some of those barriers to access?
PROMPT: Would partnering with a different set of other organizations offering social
services be one approach?
33. How do you feel about having one central location that can help you with multiple heath
concerns [list ones previously mentioned] in the same place?
PROMPT: Would you be interested in an ethno-specific focused health organization to
cater to your needs? Why or why not?
34. In your opinion, what is the best way to promote HIV and sexual health services
ACCKWA offers in the community?
35. Thank you so much for sharing, does anyone have any other comments they would like to
add?
I am stopping the audio recorder now. Do you have any questions off the record?
Thank you so much for taking the time to share with me today Your responses will help local
services in KW better meet the needs of ACB people in the KW area. We have a list of resources
available to you if you would like them.
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